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Address* 


By Dr. Grorce E. VINCENT’ 
President of the Rockefeller Foundation, New Y orl 


R. Toastmaster, Ladies and are over seventy years of age. Then 
Gentlemen: I have been in I madea great mistake. Having made 


town all day, but this is the my address, I didn’t go away; I stayed 


first session of this eathering which | and I listened to one of the most 


have attended. I offer no apology, but diabolically accurate and __ scientific 


| do vouchsafe an explanation | pathologists that this world has ever 


have had so much to do as a layman produced. He spoke for an hour and 


with medical meetings that I have quartet He spoke about old age 


stopped going to them entirely. I with a definiteness, with a_ cold- 


have so little immunity against Sug - bloodedness that was absolutely unen- 
] 


dill not durable; worse than that, he displayed 


gestion of symptoms that | 


‘s 


ore FF we mo 


expose myself to this sort of thing before the whole company what might 
anv longer called a time-table of senility. All 
; é Ss ° » 
nn , : the symptoms were shown appearing 
lhe last medical meeting I attended a PI 2 
at a certain age | had every one of 


Spr rr 


was a meeting of the New York ; scaly th heduled 
- - + . them coming at precisely the schedulec 
\cademy of Medicine, which was de Ks eat 
‘ . time. Then he went on giving detailed, 
voting two weeks to the study of old ays: oe 
m=. Thev called it cxvontolory, but it pathological, imaginative, descriptions 


ag 


. nn of old age, and his general conclusion 
was the same old thing. They asked 


: that he co 't for the life of hi 

me to make an address at this opening hat he couldn t _ he lite of him 
. see why anybody with common sense 
gathering. I prepared one of those ’ vs ) bi , sede : 
+ ; and who was already le victil I 
affable, urbane and slightly cheerful “" waens aaeacy tr Vic © 
softening of the brain should want to 


views of old age which I hoped to ; 
present with something like optimism be a victim of old — He thought 
I did my best. I did not say too much SMe people might possibly go on to 
‘bout old age. I did not ber to vloss Seventy, but why anvbody wanted to 
the thing over unduly. I had to admit than that he could not 
that old age had its disadvantages, but 
| expressed in a timid, tentative, mod- iven't gotten over that vet. It 


st way the hope that society might was a gloomy and depressing evening, 

nd some slight use for people who — and, therefore, I resolved that I would 
. subject myself to nothing of that kind 

*Delivered at the Annual Banquet 

merican College of Physicians, April 

Mass and it was full of the most damaging 


| looked over vour program 


120, Bost mn, 
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and dangerous possibilities. I am glad 
to say that I haven't heard a single 
word that any of you had to contribute 
on any of these subjects, and I do not 
propose to read any of the papers if 
they are published. (Laughter ) 

I have been introduced as a doctor, 
but I want it distinctly understood that 
I do not vent myself as a doctor. A 
long time ago | got the degree of 
Doctcr cf Philosophy. I did not pa- 
fade it. I wouldn't go so far as to 
say that | am ashamed of it, but at 
the same time when I associate with 
doctors of medicine, I realize the 
patronizing superiority with which 
they look down upon me and | am 
increasingly willing to be called 
“Mister,” or even “George I. Vin- 
cent.” (Laughter) But I got that 
degree of Doctor of Philosophy a long 
time ago, because then | was by way 
of being what was called a sociologist. 
I no longer acknowledge being a 
sociologist, but I still have a 
certain hankering after sociology. 
I have a_ sort of wistful, back- 
ward look at my _ sociological days, 
and when I see gathered before me 
a co-educational company of this kind, 
it brings back the old days of my pro- 
fessorship. It seems as though this 
were one magnified classroom and | 
find that my—and that is one of the 
signs of senility which appeared on 
the chart to which I have just referred 

inhibitions are weakened and _ that 
old habits reassert themselves and that 
gerontism of a certain kind takes pos- 
session and will have its way. There- 
fore, I propose this evening, in order 
to put myself in some degree on an 


equality with you, although I have 


listened to none of your technical ad- 


dresses, to make a s¢ ciological address. 
You might as well know it at the out- 
set. If you have come to the city of 
Boston with the idea that you are 
going to enjoy yourselves in any purely 
frivolous way and not make appropri- 
ate sacrifices to what is sometimes 
courteously called the intellectual life, 
you are greatly mistaken. You have 
either got to exert your higher hemi- 
spheres or, what you have so frequently 
done, give the external signs of that 
kind of inner activity. 

I want to present to you a socio- 
logical theory, though I realize that it 
has certain disadvantages. My children 
urged me never to use slang. They 
say it dates you so. So my sociological 
theories date me dreadfully. I have 
no doubt these sociological theories 
have long since been abandoned. I am 
sensible enough not to refer to Herbert 
Spencer. I know that no one thinks 
of him except as a delightful archeo- 
logical speciment of a perfectly dessi- 
cated form of thought which no longet 
plays any part in the world except pos 
sibly south of the Mason and Dixon 
Line where it still serves the purpose of 
holding up a dreadful example of what 
atheism combined with — intellectual 
achievements may do in the way of 
destroying human character and men 
acing the very existence of society 
(Laughter) But I do revert to a 
theory which you will see a_ littl 
later on is not wholly unrelated to 
the interests represented here tonight, 
to the theory of a French sociologist, 
Gabriel Tarde. In the days to which 
| refer, people were always trying to 
find some criterion of the essence o! 
sociology. You got on very well with 


physics and chemistry. Then you 
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came to biology, and in trying to ex 


plain the differential you used “vital.” 
(Of course it begged the question, but 
it was useful, and, therefore, in biology 
you deal with vital phenomenon and 
later on philosophically discuss what 
you mean by vital, but at any 


When 


into the 


it is something. you go on 


from the biological psvcho- 
logical field, you bring in consciousness, 


Watson has 


how far 


although [ believe ruled 


out consciousness. You see 


behind the times [| am. Then when you 


come to the sociological you also have 


to have some sort of differentiation. 
What is the differentiation? Well, 
there was Professor Giddings who 


and 


said it was consciousness of kind, and 
there were other people who said it 
was contact. That was before the ad 
vertising men made the term a hous¢ 
hold word. 

There were others who thought it 
was a contractual relationship, but 
(Gabriel Tarde said the essence of social 
relationship is imitation. He developed 
a most beautiful theory which he ex 
pressed in graphic terms with a pictut 
esqueness which took the imagination. 
“Society,” said Gabriel ‘Tarde, “‘is like 

vast plain and rising in this vast 
certain mountains, and on 


plain are 


the summit of these mountains are 
gorgeous individuals and groups, held 
up into the sunlight so that they can 


seen of all the people in the plain.” 


These heights are the models from 
s 


hich imitation is spread through the 


masses down into the plains. Every 


, 


ciety has its glorified heroes; every 


iety has its élites, and it is these 


roes and élites that to a very large 


extent determine the very nature of 


control its activities, a 


lety and 


rate 
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very interesting theory when you come 


to think about it You have no social 


organization unless there are, raised 


above the levels of the great masses 


these glorious mountain 


of the people, 
peaks for imitation. These are the 


models, Tarde, and by imitation 


says 


these models spread from individual 


to individual until they influence all the 
group; and of course with present day 


communication (Tarde’s theory was 


propounded before we had the radio), 
the rapidity with which these marvels 
are spread from sea to sea and from 


continent is simply the 


continent to 


amazing phenomenon of our times. 
But it is a verv interesting theory, this 
theory that after all a large part of 
society itself is constituted of centers 


which are imitated and that the great 


essential social process is the process 


by which necessary mountains are 


raised and the process by which imita- 


tion flows from them to the control, 
influence and management of great 
masses of people. 

Let us examine it for a moment 


()f course every 


What do we 


society makes its heroes 


mean 
These heroes 


are shining examples These heroes 


have the greatest influence. ‘These 


heroes are held up; they are concrete 


examples of the things which the 


group prizes, the things which the 


group admires, the things which the 


~ 


course society 


group imitates Of 
makes its heroes, so to speak, to order. 
Under given conditions it has one kind 
of heroes: change the conditions and 
another sort of heroes are immediately 
vou can remem- 


demanded. Some of 


ber the Spanish American War—some 
laughter) The Spanish 


\\ ar, 


of the men. 


\merican of course, compared 
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with recent conflicts was rather a piti- 
ful affair, but as the Irishman said, 
it is better than no war at all, and it 
is a war with respect to which we 
came out very handsomely. To be 
sure, most of our sacrifices were due 
to typhoid fever and other communi- 
cable diseases in our camps, but we 
got a few men to the front, and they 
were comparatively safe when we got 
them there. But we _ had _ heroes. 
We created military and naval _he- 
roes. Of course they were rather 
perishable; they are a_ perishable 
lot. We gave an allowance to one and 
kissed another, and they rapidly dis- 
appeared. (laughter) For the time 
being they were exalted, they were, as 
Tarde would say, on the mountain 
peaks, and you can imagine how we 
were influenced, how we adults were 
influenced, how our boys and _ girls 
were influenced by these glorious if 
transitory instances of models of he- 
roic conduct and personality set up 
before us. 

[ think if we will go on to examine 
things a little more carefully we will 
discover that after all the heroes are 
in an exalted manner typical of groups 
and that in reality the one enduring so- 
cial force is not the individual but the 
small group of which that individual 
is an outstanding and conspicuous 
example. 

Lindbergh, of course, is a_ great 
hero. Thank God up to the present 
time he hasn’t recommended a _ thing 
for the purchase of the American peo- 
ple, and that, now, is the sign of true 
greatness. He represents in a supreme 
way that exalted group who represent 


averages. It is the group, after 


all, from which the hero gets his 


meaning. It is the group into which 
the hero sooner or later is merged; it 
is the hero who temporarily gives dis- 
tinction and prestige to his group. 

Therefore, the thesis that I want to 
propound a little while tonight is that 
it is the élite that determines to a very 
large extent the progress, the course of 
modern society. The élite, the small 
selected group, has immense influence 
in social organization, immense influ 
ence in social conduct, immense influ 
ence in that thing which we are not 
perfectly certain is true, but which for 
preambulatory purposes we describe as 
the progress of society. 

The elite is a very interesting idea 
Of course it is unpopular in a democ- 
racy, and what I want to talk about 
tonight is the élite in a democracy 
The elite in a demoncracy is resented 
The very idea of the élite seems to 
be contrary to the underlying concep- 
tion of democracy, which is that every 
body is just as good as everybody else. 
That, of course, is an entire miscon 
ception of democracy, but most of our 
conceptions about ourselves are entire 
misconceptions, and, therefore, we 
have contrasted frankly, and let us ad- 
mit it at the outset, the idea of the 
élite with the idea of the many. The 
few competent are always an insult to 
the incompetent many, and the incom- 
petent many at the same time that they 
grudgingly admire and follow the elite, 
when the fact that it is the elite ts 
pointed out to them, are universally 
resentful. 

It is one of the most interesting 
things to observe that we despise and 
abuse and attack the things that are 
essential and that we sneakingly ad- 


mire. This applies to the elite know 
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little 
now to be quite sure just 


as society. Of course it is a 
difficult 
where this is. In the good old days 
that | can remember, we had a 400 in 
New York, and it was a great comfort 
to have a 400. You knew then when 
you were in, and most generally when 
you were out. There was something 
distinctive, there was something satis- 
factory, there was something definite, 


Mrs. Vanderbilt 


charge, it was very definitely known 


and when was in 


who could get in and who couldn't get 


+ 


in. Those were the good old days of 


the 400, and Ward McAllister and 
Mrs. Vanderbilt and the great balls 
that settled who was who and who 
wasn't. 

That was a very definite sort of 


thing, but now all things have changed. 
You can’t be perfectly certain, and yet 
in a way if you are on the inside, you 
know a great deal more than you do if 
you are on the outside. 

In a definite there is a 


very way 


society. There is an inner circle, then 
another circle 
And the 


inner 


that 


circle, then 
still 


are in the 


another 


and then another. 


pec yple who very 


circle know very well where 
leaves off and the other one begins. It 
is only the people outside altogether 
who think it is very easy to get in. 
Moreover, there is always the resent- 
ment. Whenever you hear a woman 
say that she wouldn’t go if she could, 
if you know anything about psychol- 
that the 


definitely. 


ogv, you know then group 


exists, and exists very 
Laughter ) 
Democracy resents the very idea of 
this exclusiveness, for exclusiveness is 
me of the characteristics of the élite. 


The definition of the élite is the selec- 
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tion of the few from the many, and 


you can’t select the few from the 
many without leaving most of the 
many outside. That is precisely what 


happens. It happens in all sorts of 


ways. It happens in social clubs. 


There are clubs continually being 
formed. They are usually organized by 
the people who can't get into the other 


clubs, and it is a very good procedure. 


If you can't get into an existing élite, 


start one of your own, and after a 
while there will be people who actually 
feel excluded from yours, and then 


you know that you have begun to get 


an elite. It is a process that in a de- 


mocracy can go on; it has its disad- 


vantages because there is a limit to 


the amount of glory that can be shed 
multiplying élites. 


upon the rapidly 


The game is all spoiled because there 


are a few of the older élites that still 
20 on behind that kind of élite, and 
you can't quite imitate them Your 


own élite is not quite as good, it is 


not exactly a substitute, but it is the 


best under the circum- 


you can get 
stances 

| remember very distinctly that this 
sense of being excluded is one of the 
very interesting characteristics of the 


idea of élite | was ranging once, 


when I was an undergraduate, through 


a library To say frankly I got 
in by mistake | thought it was 
a popular library where novels were 


circulated, and instead of that, I got 


into the university library. I was so 
interested to see what it was like, now 
looked about 
I don’t 


but they let me 


that I was there, that | 
and I was allowed to wander. 
know how I got in, 
wander about; I found books of vari- 


ous kinds and I got interested in them. 
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It is a habit. I went afterwards, but 
I was regarded as eccentric by my 
classmates, and | concealed the fact 
that I knew very much about the 
library. I did find a lot of very amus- 
ing and entertaining books. 
them was a little bit of a volume pub- 
lished in 1842. I took that out and 
found that it was written by an eccen- 
tric American who had traveled about 


One of 


the world a great deal. He was a 
graduate of Yale. fle had all his 


honors on the front page, on the little 
title page, and here in the middle of 
this title page was this: “Blackballed 
at the London Athenaeum Club, 1839.” 
(Laughter) For a while I pondered; 
I didn’t quite know the 
Athenaeum Club was, but don’t you 
The very fact that he 


what 


see the idea? 
had been considered for the .\thenaeum 
Club itself a distinction. | 
don't 
another American that had even been 
put up at the London Athenaeum, and 
he naturally strutted about because he 


was 1n 


suppose in his time there was 


had at least been considered. 


This matter of exclusiveness is a 
very interesting thing. 
Harvard man [ know who says of the 


Yale Club in New York, which is on 


There is a 


Vanderbilt Avenue and 44th Street, 
“Membership in the Yale Club 
confers all the unique distinction 


of being a member of the Grand Cen- 


tral Terminal.” That wasn't quite 
kind, because it approaches in a way 
to accuracy. That is a club which 


could not be described as intolerantly 
exclusive. It needs the money for one 
thing, and it is a Yale Club for an- 
other, Yale 
probably know, even under the shadow 
of Cambridge, an American democracy 


and represents, as you 
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which is one of the most valuable, et 
cetera, et cetera. (laughter ) 

What is 
of an élite that is a real élite ? 
Prestige is the important 


characterstic 
It has 


the essential 


prestige. 
thing if it is going to be a real élite 
and if it is going to function as an 
élite. It is a rather curious, entertain- 
ing, and a little disconcerting thing to 
examine the etymology of prestige. It 
has the same root as that of presti- 
digitator, and it means illusion, deceit, 
trickery, wonder, amazement, fascina- 
tion. Therefore, prestige of the indi- 
vidual is an illusion about one’s own 
importance which gradually is trans- 
lated into a reputation. You see other 
people taking that illusion as a reality, 
until finally prestige has become iden- 
tical with reputation, and better than 
that, with a glorious reputation which 
confers honor and distinction. 

Isn't it amusing what happens to 
language when you let it go’ So the 
prestige of an élite is that the bunkum 
of the past has become the illustrious, 
characteristic, outstanding and shining 
distinction of the present. But we need 
not quarrel with the word; we know 
what prestige means. Prestige means 
that belonging to the group confers 
upon the individual who is a member 
of it a certain reputation, a certain 
W hat 

that 


standing, a certain distinction. 
is distinction? Just something 
that labels you a little and gets you 
the common herd and 


mankind. 


out of great 


mass of Iverybody wants 
to be a little distinguished. ‘There is 


nothing so bad as to be told that you 


are a completely average person 
You are perfectly willing to ad 
mit that you are average  becaus 


but vo 


you want people to deny it, 
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dislike bemg told that you are 
average people. You know you are 


not. The whole object of your or- 


vanization would be defeated if you 
were. You are not average people. 
You are extraordinary people. You 
You admit it. 
You are doing 


are unusual people. 
You take pride in it. 
your best to make other people envious 
of you, and you are gradually gaining 
prestige, which is what you are after. 
(Laughter) That is, you hope that in 
time the public will take you at your 
own valuation. 

élites are 
Where do they get prestige ? 


So our characterized by 


prestige. 


How can you go about acquiring 


prestige? It is rather interesting to 
analyze that a little. There is nothing 
seems irra- 


but if 


hetter than antiquity. It 


tional, it seems unfortunate, 


your élite is old enough, if it stretches 


hack over generations, better if it 


stretches back over centuries, it be- 


comes sacrosanct by the mere passage 


of time. It is one of the most irritat- 


ing, one of the most annoying, one 
of the most utterly unendurable things 
that it is a real prestige and there ts 
no getting away from it. One of the 
most delightful things is to suppose 
that by denying things, you can change 
the facts. You can’t. The scientifically 
minded person simply examines them 
them, but he tries 


He may not like 


to face things as they are, and one 


of the most important forms of pres- 


tive is historic tradition. We laugh 
hout the first families of Virginia. 
Vhy? Because we don’t belong to 
them, 


We make flippant allusions to Bea- 


and old Boston families, 


n Street 


d how glad we would be if we could 
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claim even the most distant cousinly 
relations to them. ‘They have real dis- 
tinction, they have real prestige, and 
it is a prestige that has come down 
through the years and it exists; 1t may 
be irrational, it may be utterly without 
foundation, we may be in our splendid 
characters, in our marvelous intellects, 


in all the which we 


mk ble qualities 


such degree, we 


pOss¢ SS nM 


copious 
may be the superiors of all these peo- 
ple, but the public doesn’t know it. 
That is the important thing. Prestige 
is something that exists in the minds 
of other people, and if it is there, it’s 
about 


there, and nothing you can say 


it will change it: it’s there 
So there is a prestige ot antiquity. 


Wouldn't 
7 


the Roy | 


vou like to be a member of 


Society of Great Britain 
which was founded in 1660. and which 


had 


most bril 


has associated with it a list of 
liant names in the sciences 


ever since that time? ‘lo be a member 
of the Roval Society confers real pres- 


tive, historic prestige, and it 1s some- 


thing that people covet and prize as 
possession, and it is something which 
has the admiration not only of the 


British public but of people who know 


what reputation in science is the world 


an actualitv., it is there. it 


1 t 
OVE It 1S 


exists and it will go on existing for 
It is very 


called 


sudden retrospective measures with re- 


generation atter gene ration. 


difficult to take what might be 
family, for example. 


that 


gard to your 


That is something just can’t be 


done. Therefore, the historic business 


takes care of itself. There is no way 


in which you can make your society 


older than it is. It was founded, I 


believe, in 1915, and there you are. It 


will take another hundred years to 














302 George E. Vincent 


make it sacrosanct, but the time 
will come, if you stick to it. It ought 
to be a joyous thing to you to think 
that your successors, whatever may be 
your humble position, will be on the 
mountain peak, bathed in the light of 
a prestige which has back of it all the 
sanction of antiquity. 

Then there are what are called 
founts of honor. Royal approval and 
recognition are still, in spite of all the 
things we say about kings and queens 
and royalty, a sort of prestige. How 
many Americans take their daughters 
to the Court of St. James and how 
many would like to? Of course, | 
wouldn’t have that sort of thing, | 
don’t prize that kind of thing at all, 
you know, “I wouldn’t have my daugh- 
ter go; it would interrupt her educa- 
tion, for one thing, because she doesn’t 
get through school and college work 
until the end of June, and this comes 
in May. No, I don’t see why mothers 
want that sort of thing.” Ha! ha! 
( Laughter ) 

Thank goodness | have never said 
that. I have two daughters but they 
didn’t get to the Court of St. James, 
and I would be a hypocrite if I said 
I might not have taken a certain satis- 
faction if they had. Let’s be honest 
about these things. 

There is real prestige still in recog- 
nition by royalty. Look at the birth- 
day honors. Oh, of course we know 
the king doesn’t do it himself, no, but 
he is the source of prestige, he is the 
immediate source of prestige. Oh, yes, 
yes, they contribute to the campaign 
funds, those knights and baronets and 
all the like, yes, of course. Well, per- 
haps they do, who knows. At any 
rate, it carries distinction. When you 


meet an Englishman, are introduced 
to him and he is introduced by a title, 
of course your democratic spirit is re- 
volted, you don’t think a thing more 
of him because he has got a title. 
Don’t you? Of course you do; you 
know you do. That is the truth. These 
are the facts. What is it that goes 
on in your mind? What do you really 
think? Not analytically, not reflec- 
tively, not on a high moral plane, but 
how do you sneakingly feel about it? 
That is the real thing. 

Then there are institutional sources 
of honor. For example, our universi- 
ties. Our universities give degrees; 
they give two kinds of degrees, de- 
grees for work done, and degrees as 
an honor. They are founts of honor 
for us. look at the lists of people 
who have degrees at commencement 
time. Of course sometimes it is a 
little embarrassing; sometimes it is a 
little funny. I can’t help having re- 
spect for two or three rich men I know 
who give money to colleges and uni- 
versities but who absolutely and always 
refuse to accept an honorary degree. 
Some might call it humor, some might 
call it modesty, some might call it good 
taste; it is just as you feel. 

Our universities are sources of 
honor; they are founts of honor; they 
put hallmarks on people. All the mem- 
hers of your college have a university 
hallmark of some kind. You couldn't 
get in if you didn’t have it. Self- 
made people need not apply. You 
have got to go through and be stamped 
by somebody. Of course oftentimes 
under our democratic conditions you 
have to explain pretty carefully who 
stamped you, because there are élites 


among universities. That is what some 
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of our English friends who get hon- 
orary degrees for a price don’t under- 
stand. The National University at 
Washington, for example, which con- 
fers degrees of all kinds by mail at 
twenty-five dollars up or down, does 
not confer in the United States an 
enormous amount of genuine prestige 
but in some foreign countries where 
they don’t go into these things, or 
haven't until recently, no questions be- 
ing asked, the degree coming from an 
American institution has conferred a 
certain amount of very modest distinc- 
tion. 

sources of honor. 
You know we 


We have other 
We have academies. 
have a national academy, an Academy 
of Sciences in Washington and it is 
a distinction to belong to that. I don’t 
suppose you know as much about that 
as you might, but if you did know 
about it, it would be something of a 
distinction. (Laughter ) 

We have, of course, the 
example of the French Academy—the 
forty immortals. Well, we have an 
that started by Mr. 


Howells and and 


classical 


academy was 
a group of people, 
a very fine group it is. The only 
trouble is it hasn’t been going on long 
enough. <A couple of hundred years 
from now it will have a great deal of 
prestige, undoubtedly, throughout the 
United States. Now it is in the proc- 
ess of growing its prestige and if you 
examine it carefully and see what good 
men have belonged to it, you will feel 
that they have made an excellent start, 
but at the same time we have to admit 
that it does not have anything like the 
prestige of the French Academy—the 


forty immortals. 
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Then there is the prestige of prizes. 
The Nobel prize confers a distinction. 
We don’t quite know who the Nobel 
people are, who award the prize, but 
we assume that they are very capable 
people, and when they give the prize, 
at once the individual who gets it en- 
joys prestige and distinction. 

These are illustrations. I need not 
bore you with more. There is institu- 
tional prestige. Then there is a kind 
of prestige which seems to come from 
a sort of public admiration such as 
applies in a very humble and amusing 
way to some of our screen stars. Of 
course some of them are going to suf- 
fer I think very much because a few 
looks and 
under the changing conditions, voices 


just have and not voices 
are going to count quite as much as 
looks, so that a combination of appear- 
ance with voice is now going to make 
a new selection and we will have a new 
élite from Hollywood. 

kind of 
made by the great masses of the Amer- 


ican people who hold these heroes and 


There is a pathetic élite 


heroines up until they become set apart 
as tinsel Olympians, who after all have 
a kind of prestige. They exercise an 
influence, they are admired, | suppose, 
the 


spontan- 


by millions of people all over 
United 
eous, democratic apotheosis 


When we 


essence Ol! 


States in a form of 


come to examine the 


élites, we will discover 
that a limitation of numbers is a very 


\\ e are 


people and when we 


useful thing going to have 


just so many 
come to that limit there is going to be 
a waiting list. A waiting list always 
adds to a club’s prestige. Sometimes 
they make the waiting list just on pur- 


pose to confer the prestige. A waiting 
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list is an enormous suggestion of a 
cue waiting to get in and kept waiting 
to get in. There is a certain satis- 
faction on the part of those who are 
inside to have those on the outside wait 
until there is a vacancy. Of course it 
is very fortunate for the people out- 
side and they take a morbid interest 
in mortality tables as applied to those 
who are on the inside, but the limita- 
tion of numbers is a very important 
thing and you will find, I think, that 
certain élites which enjoy the greatest 
distinction are those which have a limi- 
tation of numbers. 

If the idea is to raise the group to 
the very highest pinnacle of glory and 
to hold it there in the very sunlight 
of the utmost possible prestige, the 
forty immortals is a classic example. 
If there were a hundred immortals, 
they wouldn’t be nearly so immortal. 
It is the limited number, and then 
every time an immortal dies, that can- 
vassing of candidates, this man and 
that man, will he be chosen or will 
the other? It is a tremendous play of 
popular attention upon the prestige of 
the group, upon this conspicuous élite. 

But there are élites that seek another 
thing. They seek a certain standard, 
a certain type, a certain ideal. They 
say, “We will not limit numbers but 
we will hold true to that standard,” 
and let there be as many people as 
possible who can measure up to that 
standard, “so long as we hold to the 
standard we are not interested in limi- 
tation to any particular number.” If 
the standard is high enough, you really 
have a limitation of number, because 
anybody who is at all familiar with 
statistics as applied to biology, as ap- 
plied to psychological characteristics of 
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individuals, knows that in any group 
there is a very small percentage of 
people who can be regarded as excep- 
tional, as belonging to a high pinnacle 
of distinction—sometimes five per 
cent, and that is a pretty high per- 
centage. 

Now we will come down to your 
college. The application isn’t going to 
be nearly as long as the preliminary. 
If I understand properly, your college 
is not an élite which sets a limit. 
There is an organization I believe that 
has assumed that 150 physicians would 
be the limit that it could reasonably 
expect to find in the United States. I 
don’t know just what the standard is; 
it must be fairly high. There you 
have a limit, and I have no doubt there 
are people here (they would deny it 
very likely) who secretly cherish the 
ambition that when the mortality tables 
have done their duty there will be va- 
cancies in that which humble 
but competent people are ready to fill. 
Far be it from any member of this 
organization to be derelict in duty; he 
is prepared to go to the front and 
take his place when summoned. That 
is the right spirit. (Laughter) 

Let us now examine very briefly 
the problem which you are facing. 
You are facing the problem, as I 
understand it, of setting a standard. 
Why are you setting the standard? 
What is your object? Of course your 
object is the public benefit. That, we 
take for granted. There is no selfish 
motive to animate you for a moment. 
In order that the standard may be 
raised for the welfare of the Ameri- 
can people you are ready to sacrifice 
your friends, relatives, and other peo- 
ple who may have social ambitions in 


group 
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the interest of the public; you are 
adamant. This is a noble position and 
I applaud it highly. You are bound 
to stand by and see that this standard 
is preserved. 

What are the difficulties? The dif- 
ficulties, of course, occur to you; you 
have thought them over better than | 
have, but I am talking from an outside 
point of view, sympathetic, interested, 
wishing you well. 

Let me consider first of all with an 
a priori. I know nothing about your 
experiences, but as a reformed and 
retired sociologist | am a priort aware 
of certain speculations about human 
There are certain internal dif- 

I have belonged to a few 


nature. 
ficulties. 
clubs, under very embarrassing situa- 
tions, because we raised the standard 
after we got in, and when we had to 
break it to other people that they did 
not measure up to the standard, they 
They said, “How did 
All we could say was 
( Laugh- 


raised a row. 
you get in?” 
that we were on a new basis. 
ter ) 

You are bound to have differences 
of judgment and there are always peo- 
ple who will feel that they have been 
unfairly excluded. 

Then there is always the temptation, 
and it is a very real temptation, a kind 
of pleasure, of saying, “He is an aw- 
fully good fellow. Yes, of course he 
hasn’t done very much lately and he 
has rather run on momentum since he 
was graduated, but he is a splendid fel- 
low. At that St. Louis meeting you 
know he was the life of the party.” 
I may say, by the way, 


( Laughter ) 
if you are hard-put to it for festivity, 
| hope it won’t go any further but | 
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could suggest Hoboken, New Jersey, 
as a place. (Laughter) 

Then of course sometimes there are 
people who say, “We think this thing 
has gone too far and we don’t want 
to be disagreeable, but if are 
not a little more lenient we will see; 


you 


we have had quite a number of mem- 
bers feel that things are going a little 
far and we will see what can be done 
at the next meeting in the way of 
getting some other representatives on 
the selection committee,” and so on. 
There are always those internal possi- 
bilities. There is no doubt about it, 
there is pressure brought to bear and 
it is a temptation to be a good fellow. 
There are people who go so far as to 
say that democracy is incapable of 
making its own élites from the inside, 
that the very essence of democracy is 
such a sloppy sort of good-natured 
comradeship that it is impossible to get 
a group up and hold it there, that it 
gets pulled down toward the great level 
of mediocrity which is such an enor- 
mous majority. 

There are about 120,000 doctors in 
the United States, not counting some 
of those irregular people who give you 
such anxiety. About 80,000 of them 
belong to the American Medical Asso- 
ciation. There is only one society that 
[I know that is more exclusive, and 
that is the National Geographical So- 
ciety. (Laughter) The American 
Medical Association, then, is the start- 
ing point. You begin to cull from 
the 80,000; you rule persons out on 
various grounds, and then you get to 
your organization with about 2,000. 
That looks to me as though you were 
pretty nearly approaching a limit. I 
don’t know what your plans are, but 
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unless these doctors, unless the 80,000 
doctors are a very extraordinary lot— 
and I am not sure that they are— 
you are getting pretty close to a safe 
élite out of 80,000. You might go 
another 500, who knows, and of course 
in time you will lift them to your own 
level. 

A great deal has been accomplished. 
American Medical Association has 
done splendid service in raising the 
level of medical education in weeding 
out old and weak schools. Let us 
admit it. More than that, let us be 
grateful to the American Medical As- 
sociation for what it has done in raising 
the general level, and you never can 
do very well with an élite until you 
have got a pretty good level to start 
from. When you are in Denver, Pike’s 
Peak is very high because you start 
a mile high to climb it, and when you 
are starting an élite, it makes a lot 
of difference whether you are selecting 
from a very good level that has been 
attained and then are getting élite from 
that or whether your élite is made 
from very common, ordinary material. 

The American Medical Association 
has contributed enormously to raising 
the level from which you are to make 
selection. 

Now we will turn to the external 
form of the thing. Of course you have 
been broadcasted there are 
probably a lot of people in Brookline 
and other suburbs who have heard 


now so 


about your organization. It goes slow- 
ly. Of course you can try putting 
the initials on your cards, but I would 
go a little slowly on it because, you 
see, they might think you were a chir- 


(Laughter) You can’t be 


opractor. 
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too cautious about these things. I re- 
member very well a Methodist min- 
ister here in Boston, oh, a great many 
years ago, a young fellow. My father 
was a bishop, and I used to go around 
with him, and we visited some of these 
preachers. This preacher was very 
proud of his education. He was utterly 
without humor; he took himself very 
seriously, and he printed his degrees on 
his card—Rev. James B. Jackson, 
B.D.A.M. An old presiding elder came 
around. He was one of the cld kind 
that hadn’t been to college, but was a 
pretty hard-headed old boy with a real 
sense of humor. He looked at this card 
and said, “Jackson, you ought to get one 
of these colored colleges down South 
to give you the degree of Doctor of 
Divinity, then your card would read— 
“Rev. James B. Jackson, B.D.A.M. 
D.D.” (Laughter ) 

You have to be very careful about 
degrees until the public has been edu- 
cated. 

The great difficulty about an élite 
is that it isn’t an élite until a lot of 
people know that it is, because you see 
it exists really in the minds of other 
people. You may not know it, but if 
the public doesn’t know it, what sat- 
isfaction can you get out of it? Pres- 
ident Hadley said a thing years ago 
that has never been fully understood. 
He said, “You can never be sure that 
a law is really understood until the 
violation of it causes a man to be so- 
cially ostracized. When a man is put 
out of his club, then you will know 
that society is expressing a judgment.” 
But you can refuse to answer ques- 
tions. 

Your cronies will go around and 
slap you on the back and say, “Go 
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ahead. The Senate be damned.” That 
man doesn’t care much what the great 
mass of the public think as long as his 
cronies stand around him and tell him 
to show disrespect for the elected rep- 
resentatives of the American people. 
It is what your cronies think and what 
the people whose opinion you care for 
means to you that after all counts, and 
so an élite that is going to be a real 
élite must be an élite than stands high 
in the opinion of the people that will 
be affected by the creation of the elite. 
That is going to take time. I hope the 
time will come when membership in 
your college will be a thing that people 
will know and understand. I know 
about it, and after you have gone a 
little while, when something happens 
to me next, I am going to ask my 
doctor why he doesn’t belong to this 
society, because I am going to reach 
the point where | will refuse to have 
anybody look after me that doesn’t be- 
long to the society. (Applause) Isn't 
that the test? Isn't that what you are 
working for ? 

If I were taken 
seemed like appendicitis in London, I 
would feel very much better if I were 


down with what 


going to be operated upon by somebody 
who belonged to the Royal College of 
Surgeons, because I would know that 
he had been through one of the most 
rigid, absolutely impersonal and de- 
tached examinations as to his ability 
and that he had gotten through after 
this most careful scrutiny and there- 
fore those letters after his name would 
mean so much to me that I would feel 
added satisfaction and confidence if I 
knew that he had been certified to in 
that way. 

That is what we need in this coun- 


try. Do realize—of course 
do, | talk about it, but 
of the great needs in America is an 


you you 


needn't one 
ability on the part of the public to 
the choice of doctors 
and surgeons. That is the real test of 
intelligence, and little by little an or- 


discriminate in 


ganization like yours is going to help 
intelligent people to make selection. 
You 


mercial ideas, you are not thinking at 


are not moved by any com- 
all of making yourselves more available 
and more desirable, your one aim has 
been and is to educate yourself and to 
raise yourself to higher levels to efh- 
ciency, and in due time a _ reasonably 
increasing intelligent public will real 
ize you have achieved this and will 
feel more confidence in you 

In reality, what you are seeking in 
your organization is one of the most 
vital things for the 
You are attempting 


You are 


important and 
\merican people. 
to set ideals and standards 
attempting to bring into comradeship 
for after all that is what a college 
means ; it means a group of colleagues 
with common aims and common pur- 
poses—a group of people who have 
had training, who are going on in selt- 
education and in mutual education, 
who are growing day by day, who are 
attempting to keep pace with the rapid 


skill 


which are made available for the pub- 


increase of knowledge and of 


lic. You are trying laudably to cre 


ate an élite, an élite based not upon 


tradition, an elite based not upon 


factitious or adventitious glory, but an 
élite based upon achievement, upon 
gradual, steady growth in knowledge 


and in power and in loyalty and in 


comradeship. 








308 


I offer you my heartiest congratu- 
lations. You have no illusions as to 
what you have set out to do. You do 
your work today and tomorrow and 
trust to others who come after you 
to take up the tradition and carry it 
on. I have little patience with a man 
who can’t do anything until he sees 
the dawn of the millennium. My loy- 
alty and admiration are for the men 
who do each day’s work with a goal a 
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little ahead, resolved to do as best they 
can, and to pass on an improved tra- 
dition to those who come after them. 
May the College of American Phy- 
sicians gain steadily, slowly but stead- 
ily, the position of a true élite in a 
democracy, an élite which claims pres- 
tige solely for honest achievement, for 
loyalty to science, for devotion to the 
welfare of the profession and to the 
service of the public. (Applause) 














Serums and Vaccines in the Prevention and Treat- 
ment of Disease*t 


By BenyamMin Wuirte, Ph.D., Boston 


HE present popularity of serums 
and vaccines rests upon the 
known efficacy of such time- 
proven products as smallpox vaccine 
and diphtheria antitoxin; partly upon 
the hope that some of the newer and 
less thoroughly tried products may 
ward off or modify a disease ; or some- 
times upon the very human wish that 
even if we are sceptical, we can at least 
be doing something for the patient. 
As biologic therapy progresses it is 
fitting, and it may be useful, to make 
as careful and critical an appraisal as 
possible of the many serums and vac- 
cines that are now offered to the medi- 
cal profession. For such an appraisal 
we have several criteria upon which to 
base our judgment. There is first our 
knowledge of the chemical constitu- 
tion and the physiological action of 
these agents and of the immunizing 
response they call forth when injected 
into the animal body, and then there 
is the clinical experience which has ac- 
cumulated with their use. From the 
standpoint of theory we can predict 
with a considerable degree of accuracy 


*Read before the Thirteenth Annual Clin 
ical Session of the American College of 
Physicians, Boston, April 10, 1929 

+From the Antitoxin and Vaccine Labora- 


tory of the Massachusetts Department of 
Public Health. 


the general effects which may follow 
the injection into the body of foreign 
proteins such as those in bacterial vac- 
cines and in horse or other animal 
serum products, although we may not 
have a complete explanation of their 
actual mode of action. Furthermore, 
we have acquired a great deal of re- 
liable information about the nature and 
extent of the protective or immune 
mechanism that functions as a result 
of the introduction of 
viruses or inanimate protein matter. 
To be sure, there remains much unex- 
plained detail in these immunological 
processes and many phenomena which 
have not yielded to our 
methods of study, yet we possess suf- 
ficient sound knowledge to say what 
one might or might not expect from 


parenteral 


present 


the immunizing action of this or that 
serum or vaccine. When we draw 
upon clinical experience for our esti- 
mates, however, we must limit our- 
selves to mass or prolonged exper- 
iences or to carefully studied parallel 
series of cases treated with serum or 
which 


vaccine and similar cases in 


there was no such treatment. 

Speaking in a general way we may 
safely say that one might expect vac- 
cines or similar antigens to produce 
more or less active immunity and, 
specific resistance 


therefore, some 
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against the particular disease repre- 
sented by the vaccine or antigen; and 
that in acute disease they would have 
little curative effect beyond whatever 
possible beneficial physiological action 
may come from their alien protein na- 
ture. With serums one could reason- 
ably say that a potent serum would 
protect against related infection from 
a recent exposure or, for a short while, 
from imminent exposure, or would 
confer upon the recipient temporary 
specific resistance against an already 
existing infection. The possible action 
of serums and vaccines in diseases due 
to causes other than infective agents is 
still on such a speculative basis that 
any consideration of this kind of 
therapy may be omitted here. 

With these general 
mind, the various vaccines and serums 
usually employed in the prevention and 
treatment of infectious diseases may 


principles in 


be discussed as follows: 

A preliminary definition of terms 
may serve to excuse certain seeming 
inconsistencies. Under “vaccines” are 
included preparations containing vi- 
ruses, either living, attenuated or dead, 
the products of bacterial metabolism 
such as toxins and so forth, and pro- 
teins of non-microbic origin, as those 
For the 


“eé 


from pollens and food-stuffs. 
present purposes this term applies to 
these agents whether they be used to 
determine susceptibility or resistance 
to infection (Schick toxin, Dick toxin, 
and some tuberculins ) ; to produce ac- 
tive immunity to anticipated infection 
(vaccine virus, typhoid vaccine, Dick 
toxin and diphtheria toxin-antitoxin 
mixtures); or to exert a curative ac- 
tion where infection has already taken 


place or infectious disease exists 
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some bacterial 


might embrace 


(rabies vaccine and 
vaccines). “Serums’”’ 
the blood serum of normal animals; 
the serum or refined serum globulins of 
animals immunized against toxins (an- 
titoxic serums, such as diphtheria or 
tetanus antitoxins), or of animals im- 
munized by the injection of bacteria 
or their products other than toxins 
(antibacterial serums, as antimening- 
ococcic serum and pneumococcus ant- 
ibody solutions amongst others). Such 
use of these two names, loose as it 
is, can be said to be far more accurate 
than their usual employment. 


I. VACCINES 


The efficacy of a given bacterial vac- 
cine for prophylaxis may be forecasted 
with some assurance. If the organism 
used belongs to a homogeneous group, 
such as Type | 
typhoid bacilli; if it is capable of pro 
ducing readily a definite stimulation of 
if the titre of antibodies so 


pneumococcus 1 


antibodies ; 
produced is maintained at a reasonably 
high level over a worth-while period ; 
if the disease is a manifestation of bac- 
terial invasion as distinguished from 
toxemia ; and if the vaccine is not of it- 
self so toxic as to preclude its use; 
then we may expect that a suitably pre- 
pared vaccine of this organism will be 
of value. A low rating in any one of 
these particulars, on the other hand, 
may be sufficient to render the vaccine 
useless as a prophylactic. When these 
vaccines are used for their specific or 
non-specific therapeutic effect, consid- 
erations similar to those just mentioned 
apply to such use. 


1. Acne. The acne bacillus has 
been shown by experiment to have a 
low antigenic coefficient, and one 
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therefore would not count on it in vac- 
cine form to produce marked effect 
upon any infectious process caused by 
it. Vaccines made of suspensions of 
this bacillus, either alone or combined 
with the usual skin cocci, have been 
employed in the treatment of this ob- 
stinate condition. It has been recom- 
mended that they be used in fairly 
large doses in conjunction with appro- 
priate treatment of the skin and with 
general hygienic and dietetic measures. 
Even then their curative effect is not 
particularly notable. Persistent vac- 
cine treatment, however, may benefit 
cases that have not yielded to other 


treatment, and in those patients where 


no improvement follows it is possible 
that there may be biologic differences 
between the strain or strains injected 
and those infecting. 

2. Allergy to Food and Pollen Pro- 
tems. Hypersensitiveness to foods, 
plants, dust, dander and a host of 
varied substances presents a wide field 
for exploration. Already we have a 
hewildering list of preparations—the 
so-called ‘‘allergins’—for diagnosing 
and treating these various states of 
hypersensitiveness. Their number, and 
the complexity of the problem may ex- 
cuse the omission of their discussion 
at this time. 


3. Antivirus (Besredka). Besred- 


ka has proposed the use of sterile 
filtrates of broth cultures of staphy- 
lococci, streptococci, colon bacilli, gono- 
cocci and other organisms for local ap- 
plication or irrigation in infections due 
to these various bacteria. His theory 
is that the growth of such microorgan- 
isms produces in the broth substances 
specifically antagonistic to the species ; 


and that these substances when applied 
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to the infected tissue inhibit the 
growth of the causative organism. 


These products are manufactured by 
many of the European laboratories, 
but both laboratory experiment and 
clinical trials by competent observers 
have, in the main, 


in this country 


given disappointing results. 


4. Catarrh, Common Colds and In- 
fluenza. For both acute and chronic 
infections of the respiratory 


tract a number of vaccines are offered, 


upper 


containing a few or many of the follow- 
ing bacterial species; influenza bacilli, 
streptococci—both hemolyticus 


, the three types of pneumo 


and 
viridans 
cocci, Friedlander bacilli, Micrococcus 
catarrhalis and staphylococci (aureus 
and albus). There is little scientific 
basis for using such polygenic mix- 
tures to prevent infections of such un- 
certain etiology. Their use, of course, 
is directed against secondary invaders, 
but even then we should expect that 
the Pfeiffer or influenza bacillus, Mic- 
rococcus the strepto- 
cocci would produce little or no im- 
munizing effect, although pneumococc1 


catarrhalis and 


might establish a slight, transient 1m- 
widely 
that 


munity. These vaccines are 


used, and many clinicians claim 
where no anatomical abnormality or 
pathologic lesions are present their 
vaccinated patients usually escape the 
common respiratory infections. During 
the 1918-1919 pandemic of influenza 
and subsequently, studies have been 
made on several large groups to de- 
termine the immunizing value of in- 
fluenza and allied vaccines. In these 
groups, approximately one-half of the 
number of subjects were vaccinated 
and the other half not vaccinated. Mc- 


Coy, after analyzing the incidence of 
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acute respiratory disease in some of 
these groups failed to find any evi- 
dence that the vaccinated persons fared 
any better than the unvaccinated. 


5. Asiatic Cholera. Bacterial vac- 
cines made from the cholera vibrio are 
antigenically potent in producing a 
fairly high degree of resistance to this 
disease. This immunity is neither ab- 
solute nor enduring, yet when kept at 
a proper level by semi-yearly or year- 
ly vaccination it suffices to give excel- 
lent protection to troops and travellers, 
to physicians and nurses, and to mem- 
bers of communities where the disease 
is endemic. Some of our commercial 
laboratories offer this product with 
conservative claims in regard to the 
duration of the immunity produced. 

A novel and apparently reliable 
means for preventing Asiatic cholera 
is the use of the bacteriophage as pro- 
posed by d’Herelle. This agent ob- 
tained from sewage or from cultures 
of cholera vibrios and other organisms 
has the ability to dissolve these vibrios 
both within and outside the body. 
When the proper “phage” is added to 
polluted water supplies it reduces the 
number of virulent cholera organisms 
to such a low point that the water is 
practically incapable of causing in- 
fection and, when given to man by 
mouth, this same phage will dissolve 
many of the vibrios ingested and pre- 
vent their multiplication in the intes- 
tine. The results of d’Herelle’s work 
in India will be watched with the 
greatest interest, because if successful 
his method provides a simple and cheap 
way of rendering polluted water safe 
and also of protecting the individual. 


6. Colon Bacillus Infections. Be- 
cause Bacillus coli and other bacilli of 


the Paracolon group are found in 
many infections in or about the gastro- 
intestinal and urogenital tracts, vac- 
cines made from these organisms are 
used in their treatment, and sometimes 
before surgical operations to prevent 
infection. Bacilli of this type have the 
peculiarity of inducing an immunity 
specific for the one strain injected and 
it seems unlikely that whatever im- 
munity might follow the injection of a 
stock vaccine would cover the many 
strains encountered in these varied con- 
ditions. One’s chances of success, 
therefore, would appear greater with 
the use of autogenous vaccines, but 
even here it may be questionable if any 
improvement in the patient’s condition 
may not be due to some accompanying 
form of treatment. 


7. Combined Vaccines. Any vac- 
cine composed of B. coli, Pneumo- 
coccus I, II and III, Streptococcus 
(hemolyticus and viridans), Staphylo- 
coccus albus, Staphylococcus aureus, 
Staphylococcus citreus, recommended 
in cellulitis, phlegmon, septicemia, 
puerperal sepsis, abscesses and other 
septic conditions would seem to be a 
decidedly hit or miss form of treat- 
ment. Now that competent bacterio- 
logic service can be so easily obtained, 
there seems no need for neglecting the 
diagnosis or for injecting such a bac- 
terial mixture in the hope that it might 
fit the case. 


8. Diphtheria Toxin for the Schick 
Test. The skin reaction, or absence 
of it, to the intradermal injection of 
diphtheria toxin is an accurate index 
of susceptibility or resistance to diph- 
theria. If the results are to be reliable, 
however, only fresh Schick outfits, 
kept continuously cold should be used, 
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and the exact amount of diluted toxin 
specified in the directions accompany- 
ing each outfit should be carefully in- 
jected superficially into the skin. With 
close attention to these details the 
technical error should be two per cent 
or less. This test should always be 
made on persons receiving toxin-anti 
toxin injections six months after the 
last injection of this mixture. Othe: 
methods recommended for the routine 
determination of immunity to diph- 
theria in human beings possess no ad- 
vantages over properly done Schick 
tests. 


Antitoxin 
With 


producing 


Toxin - 
Anatoxine. 


9g. Diphtheria 
Mixture, To-xoid, 
such efficient means for 
active immunity to diphtheria it seems 
inexcusable to permit children to pass 
from infancy without this protection. 
The one-tenth L plus toxin-antitoxin 
mixture given subcutaneously in three 
doses one or more weeks apart will im- 
munize the great majority of those so 
The dose should be exactly 
The en- 


treated. 
that given in the directions. 
suing immunity should always be 
checked by a Schick test performed six 
months after the last injection and 
should the test be positive a further 
course of toxin-antitoxin should be 
given and the person again retested. 
There has been much discussion 
about the action of toxin-antitoxin 
mixtures in sensitizing to horse serum 
proteins. They undoubtedly do render 
some of the recipients allergic, but it 
is doubtful if the degree of hypersensi- 
tiveness so produced leads to harmful 
results when such a sensitive person 
has later to be given any other prod- 
uct of horse serum. An accelerated or 
aggravated attack of serum sickness 
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may occur in such an instance, but it 
hardly seems advisable to replace horse 
antitoxin in the toxin-antitoxin mix- 
ture with antitoxin made from the goat 
fact, toxin- 


or sheep. As a matter of 


goat-antitoxin mixtures have been 
found in some cases to cause more se- 
vere local reactions than does the usual 
product. 

The ideal immunizing agent would 


be one containing diphtheria toxin 


robbed of its toxic but retaining its 
antigenic properties, and one giving 
few, slight or no reactions. This ideal 
is being approached with the develop- 
“Toxoid” or 


ment of the so-called 


“Anatoxine.” These preparations in 


toxin is detoxified with 


have high im- 


which the 
formalin are harmless, 
munizing value and give rise to no re- 
actions in younger children. They do, 
however, cause local or general re- 
actions in persons sensitive to diph- 
theria bacillus protein, and therefore, 
should not be administered to persons 
over five years of age unless the indi- 
vidual shows no pseudo element in the 
Schick test or a negative reaction to 
an intradermal injection of the toxoid 
or anatoxine. Persons reacting posi- 
tively to either of these tests may be 
given either toxin-antitoxin mixture 
or toxoid in a longer series of divided 


doses. 


10. Gonococcus Vaccine. Such vac- 
cines have been widely used in both 
acute and chronic gonorrhoea and its 
complications, but usually with disap- 
pointing results. Like other Gram- 
negative cocci, the gonococcus is cap- 
able of stimulating only a low grade 
immunity, and it is not to be expected 
that in a vaccine it would arrest the 
acute process or influence deep-seated 
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lesions. In Europe, this vaccine is ad- 
ministered in the early stages with the 
belief that subsequent localization of 
the gonococcus will be prevented. 


11. Pertussis. ‘There is much de- 
bate about the value of vaccines made 
from the Bordet-Gengou bacillus, alone 
or mixed with various bacteria com- 
mon to the upper respiratory tract, in 
the prevention of whooping cough. 
Laboratory experiment has shown that 
B. pertussis is a feeble immunizing 
agent, and, therefore, one would an- 
ticipate that its injection would, at 
best, give only a slight immunity, so 
slight, that infection would rarely be 
prevented, but perhaps sufficient to 
strengthen somewhat the body’s natur- 
al resistance to the effects of the dis- 
ease. This anticipation is fulfilled in 
practice. The value of the secondary 
organisms in the mixed vaccines is sub- 
ject to the criticisms made under ca- 
tarrhal vaccines. Many physicians still 
hopefully administer this vaccine rou- 
tinely to all children exposed to whoop- 
ing cough, but the results, so far as 
protection goes, are not impressive. 
Quoting from a previous article by the 
author, “Clinical reports as to the abil- 
ity of vaccine treatment to prevent or 
mitigate an attack of this disease are 
not in agreement. The majority of 
these reports are uncontrolled and, 
therefore, the worth of their evidence 
should be discounted. The Danish re- 
ports are favorable as is also the re- 
port of the Harvard Whooping Cough 
Commission. A critical analysis of the 
latter report, however, shows an ab- 
sence of proper controls and that the 
results obtained with the vaccine were 
not clear cut or convincing. In other 
series of observations extending over a 
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period of several years where children 
were vaccinated with small and large 
doses of fresh and old vaccine and 
where alternate unvaccinated children 
were used as controls there was no ap- 
preciable difference in the whooping 
cough experience between the vacci- 
nated and unvaccinated children. 
“While there are many enthusiastic 
users of pertussis vaccines, the whole 
evidence would seem to indicate that 
such vaccines, whether simple or com- 
bined, are of doubtful value, and rank 
low in the list of biologic agents.” 


12. Plague. Although one attack 
of plague usually confers a life-long 
protection upon the survivor, vaccines 
made from Bacillus pestis confer only 
an incomplete and transient immunity. 
McCoy and Chapin state that there is 
no evidence that such vaccination has 
ever controlled an epidemic. However, 
because of the deadly nature of this 
disease the individual who may be ex- 
posed to it might seek such protection 
as these vaccines afford. The best 
known of them is the Haffkine, al- 
though those prepared by other meti.- 
ods are probably equally as good. It 
should be remembered that the plague 
bacillus is toxic for human beings and 
accordingly one may look forward to 
systemic reactions of some _ severity 
following the injection of this vaccine. 


13. Pneumococcus Vaccines. Ex- 
periences with pneumococcus vaccines 
for the prevention of lobar pneumonia 
both in private and military practice 
have not been encouraging. On the 
other hand, the work of Goodner and 
that of Barach, indicate that the in- 
jection of heat-killed pneumococci into 
the body sets up a definite immunity to 


the type of pneumococcus injected. 
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This immunity lasts for only a short 
time (probably less than two months ) 
but where the disease is uncommonly 
prevalent, or for persons particularly 
susceptible to it, the frequent injection 
of a vaccine containing the three main 
types may serve to avert an attack. 


14. Rabies Vaccines. 
a) Human. The increase of this 
disease in this country brings more 
and more inquiries as to the best vac- 
cine to use and the preferred manner 
of administration. Rabies vaccine, 
whether it be the attenuated living vi- 
rus made by the classic method of 
Pasteur, the diluted living virus of 
Hoégyes, the dialyzed preparation of 
Cumming, the dried virus of Harris or 
the phenolized virus of Semple, when 
used soon after the patient is bitten 
may be counted on to prevent the dis- 
ease in nearly every case. When the 
wound is severe, when the bites are 
multiple or when they occur about the 
head and face, treatment should be be- 
gun at the earliest possible moment 
and the full course of twenty-one in- 
jections should always be given. [n 
some of the European countries vacci- 
nal treatment is given only at desig- 
nated institutes where the patient is 
hospitalized and guarded against physi 
cal or emotional stress for the purpose 
of reducing the possibility of post- 
vaccinal myelitis or paralysis. Happily 
such sequelae are rare, but they do 
sometimes and precautions 
should be taken to guard against them. 
One of the conclusions reached at the 
last International Rabies Conference 
(1927) was that, “Such paralytic acci- 
dents are less frequent if glycerinated 
or carbolised vaccine be employed.” 


occur 


Inasmuch as human 


b) Canine. 
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rabies in this country usually comes 
from the bite of a rabid dog, quite as 
important as treating a human case is 
the prevention, if possible, of rabies in 
dogs. Special vaccines, made by the 
Semple method, are being strongly ad- 
vocated for the routine immunization 
of dogs, and some health officials would 
make their use compulsory by law. 
Unfortunately these vaccines fre- 
quently fail of their purpose, because 
dogs given one, two and three injec- 
tions of the carbolized vaccine have 
later developed rabies, and, sometimes 
because of their owners’ feeling that 
the vaccine treatment had made rabies 
an impossibility, diagnosis has been de- 
layed and the animal has been allowed 
to be a menace until the symptoms be- 
unmistakable. Reference to 
Semple’s original article should con- 


came 


vince one that a single injection, or 
even two or three injections of such a 
vaccine can hardly be counted on to 


make dogs invulnerable to the disease. 

15. Rocky Mountain Spotted Fever. 
The Federal Public Health Service has 
announced that a vaccine against this 
disease may be obtained free of charge 
by application to the United States 
Public Health Service Laboratory at 
Hamilton, Montana. Ranchmen, pros- 
pectors, and students investigating this 
disease can now protect themselves 
against this infection. 

16. Scarlet Fever Streptococcus 
Toxim: 

a) For the Dick Test. 
improvements in the preparation of 
this product in broadening its poly- 
including the toxins of 
strains of scarlatinal strepto- 
cocci, by increasing the amount of 


toxin for the skin test dose and by 


Recent 


valency by 
more 
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buffering the toxin dilution, thus mak- 
ing it more stable, have all operated to 
increase the reliability of the Dick test. 
This toxin can, therefore, be used with 
greater assurance than heretofore that 
a positive reaction to the test indicates 
susceptibility to the disease—a negative 
reaction, insusceptibility. 


b) For Active 
These improvements in the preparation 
of the toxin, and modifications in the 
manner of its administration enhance 
the value of this product for prophy- 
lactic purposes. The Dicks now recom- 
mend a graduated series of five in- 
jections of 500, 2,000, 8,000, 25,000 
and 80,000 skin test doses of toxin at 
weekly intervals. Such a course is 
claimed to produce an immunity to 
scarlet fever in over 95 per cent. of 
those so treated and one which persists 
for at least three years. The schedule 
of Young, consisting of bi-weekly in- 
jections of 500, then 3,500 and finally 
25,000 to 30,000 skin test doses re- 
duces the number of injections by two 
and appears to be equally efficacious. 
This toxin may sometimes give rise to 
a constitutional reaction, simulating the 
early symptoms of scarlet fever. To 
avoid such occurrences it is advised 
that castor oil be given before the in- 
jections which, furthermore, should be 
made when the stomach is empty. A 
second Dick test to determine the de- 
velopment of immunity should follow 
sometime after the last injection of 


toxin. 

The application of the Dick test and 
active immunization to nurses and 
those likely to be exposed to scarlet 
fever has proven a successful way of 
protecting them. On account of the 
present mildness of the disease and the 


Immunization. 


long series of test and immunizing in- 
jections, it is questionable if it is profit- 
able to extend this method to larger 
groups such as institutional or school 
children. 


17. Smallpox Vaccine Virus. The 
first vaccine to be discovered, and the 
one longest and most extensively used, 
vaccine virus stands as one of the most 
valuable immunizing agents man has 
yet devised. Immunologically consid- 
ered it should be an efficient prophy- 
lactic. Being the living virus of vac- 
cinia or cowpox it is closely related 
to the virus of variola, and it creates 
much the same train of physiological 
processes that operate in a mild case 
of smallpox, resulting in a prompt and 
more or less lasting protection against 
that disease. Being a living virus it 
should be given all the care in preser- 
vation and handling that its manufac- 
turers bespeak for it: Fresh lots only 
should be used and they should be kept 
continuously at a temperature below 
5° C. Again quoting from a previous 
paper by the author, “In order to ob- 
tain the best results, strict attention 
should be paid to the method of vac- 
cination which is described in the 
leafllet accompanying each package of 
the vaccine distributed by the Massa- 
chusetts Department of Public Health, 
and which has also been published by 
Leake and by White. 

“The older methods of cross hatch- 
ing, incision and linear scarification 
should be abandoned, and the simple, 
painless and wholly satisfactory tech- 
nic of multiple pressure be used in- 
stead. The method of single or multiple 
puncture is not to be recommended 
because recent reports show that un- 


desirable results may follow. Vaccina- 





_-_- 


* 2 -S 











Serums and Vaccines 


tion by intradermic injections, as lately 
advised by Toomey and Hauver, holds 
dangerous possibilities and should not 
be used. 

“When vaccinations are performed 
by the multiple pressure (Kinyoun) 
method, no dressings should be applied 
to the vaccinated site and under no 
circumstances should shields or tight 
bandages be applied. Shields are an 
abomination and their manufacture 
should cease. Vaccination should al- 
ways be performed on the arm and 
never on the leg. If any untoward 
reaction occurs, if the vesicle or 
pustule is injured or broken, or if the 
scab comes off prematurely, the vac- 
cination wound may be painted with 
tincture of iodine or a 4 per cent alco- 
holic solution of picric acid, which if 
applied more than 48 hours after vac- 
cination will not interfere with the 
development of immunity. Then such 
care as is indicated should be promptly 
given. 

“Too great stress cannot be given 
to the importance of vaccination tech- 
nic. Fresh virus, applied by the mul- 
tiple pressure method will give a maxi- 
mum of “takes” in first vaccinations, 
a maximum of accelerated “takes” or 

revaccinations, 
discomfort and 


immune reactions in 
with a minimum of 
undesired results. 
“Careful attention, especially in re- 
vaccinations, should be given to the 
appearance of vaccinoid or accelerated 
“takes,” and of immune reactions. The 
vaccination site should, therefore, be 
observed on the third day and twice 
later, usually four and eight days after 
vaccination. The various reactions fol- 


lowing vaccination have been excel- 
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lently described by Hooker and also 
by Leake. 

“The ideal plan for vaccination is to 
vaccinate babies during their first year 
of life and again before entering 
school. During epidemics and where 
definite known to have 
taken place revaccinations should be 
performed. 


exposure is 


“Smallpox vaccines, other than the 
present dermo-vaccine obtained from 
calves have been put forward with 
claims of superiority. The testicular 
vaccine of Noguchi, the neuro-vaccine 
of Levaditi and various vaccines 
treated with a variety of chemical 
agents have been tried and some of 
them are in use in different parts of 
the world. They appear to possess 
no distinct advantages over the calf 
vaccine and at present are not to be 


recommended.”’ 


18. Staphylococci. Ever since 
Wright’s first treatises on bacterial 
vaccines, those made from staphylo- 
cocci, particularly the albus and aureus, 
have been considered as having def- 
inite therapeutic worth for treating 
and preventing the recurrence of local 
infections due to these organisms. In 
furuncles, carbuncles or 
treatment 


the case of 
other abscesses, 
seems to hasten maturation and heal- 
ing. In the indurated or burrowing 
infections so typical of S. aureus, per- 
sistent treatment preferably with an 
autogenous vaccine often checks the 
progress of the disease and prevents 
relapse. In septicemia due to these 
cocci it is difficult to see why the intro- 
duction into the already infected body 
of additional cocci, even though killed, 
should benefit the condition. It has 
in such cases the 


vaccine 


been claimed that 
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septicemia has been aborted or that 
sterilization of the blood stream with 
localization of the infection has taken 
place. But such sometimes is the 
course of general sepsis under merely 
supportive treatment. 


19. Streptococci. The immunologist 
looks for a definite but not marked 
immunologic response on the part of 
a body injected with killed strepto- 
cocci, a response specific for the bio- 
logic groups administered and some- 
times specific only for single strains. 
Streptococcal infections of the sinuses, 
the middle ear, mastoid process and 
endocardium have generally been 
found to resist vaccine treatment, and 
what has just been said about staphy- 
lococcus septicemia applies equally well 
to sepsis with streptococcus. Where it 
is desired to prevent secondary infec- 
tion from these cocci the use of a vac- 
cine of wide polyvalency might result 
in some basic immunity. However, in 
using such a vaccine one should bear 
in mind these limitations. 


20. Tuberculins and “BCG.” For 
revealing the existence of tuberculous 
infection the intradermal injection of 
Old Tuberculin (“O. T.”) by the 
method of Mantoux is our most dis- 
criminating test, although as in other 
tuberculin tests, a positive reaction 
may mean either healed infection or 
active disease. As the incidence of 
tuberculosis continues to decline, and 
as opportunity for infection decreases, 
this test will acquire greater and 
greater clinical significance. For the 
treatment of tuberculous disease Old 
Tuberculin, Bouillon Filtrate (“B.F.’’) 
and the Bacillus Emulsion (“B.E.’’), 
used singly or in combination should 
suffice so far as antigenic spread is 


concerned. Ophthalmologists, almost 
universally, prefer the Tuberculin 
Residue (“T.R.”), which has much of 
the antigenic value of “B.E.” without 
some of its disadvantages. 


The medical world is now engaged 
in discussing Calmette’s “B C G” as 
an immunizing agent against tuber- 
culous infection. This preparation is 
made froma living culture of a strain 
of bovine tubercle bacillus degraded 
in virulence by long, successive culti- 
vations in a bile-containing medium. 
Calmette claims that, being robbed of 
its virulence and invasiveness, it pro- 
duces a benign local lesion which 
stimulates anti-tuberculosis immunity. 
It is given to infants by mouth in the 
first days of life, or it may be given 
subcutaneously. Extensive clinical 
studies have been under way in Eu- 
rope for some years and if the sta- 
tistical data could be taken at their 
face value, it would appear that chil- 
dren and also young cattle treated with 
“B C G” have escaped tuberculous 
disease in far greater proportion than 
their unvaccinated neighbors of corre- 
sponding ages. Petroff, however, has 
challenged the harmlessness of this 
vaccine and reports that he has dissoci- 
ated this culture into both virulent and 
non-virulent strains. This possibility 
has been denied by French workers 
but until this very important question 
is decided, it would seem wise to be 
cautious. From what we already know 
of immunity in tuberculosis, such a 
vaccine, even if it is innocuous, and 
even if it should be absorbed from 
the intestinal tract and find lodgement 
in a lymph node setting up a localized 
tubercle, would at most bring about 


only a low grade immunity to infection 
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by the tubercle bacillus. Such a scant, 
acquired resistance may augment the 
body’s natural defenses sufficiently to 
retard extension of the infective proc- 
esses, but until more convincing evi- 
dence appears and until the children 
already vaccinated reach the age of 
greatest vulnerability to tuberculous 
disease, any dogmatic opinion may 
wisely be withheld. 


21. Typhoid and Paratyphoid Ba 
ciulli. Among the first bacterial vaccines 
to be devised, vaccines made from the 
typhoid bacillus and lately from this 
bacillus combined with Salmonella 
paratyphi (B. paratyphosus A) and 
S. schottmilleri (B. paratyphosus B) 
have more than justified their early 
promise. Absolute immunity to ty- 
phoid and paratyphoid infection does 
not result from the usual course of 
three injections, nor does this im- 
munity persist for any great length 
of time, yet one series of three injec- 
tions usually protects against any but 
a massive infection, and this protection 
can be continued by yearly injections 
where the typhoid hazard is great, or 
by bi- or tri-yearly injections where 
the chance of exposure is no greater 
than that confronting those who care 
for the sick. By injecting in divided 
doses at weekly intervals until a full 
two and one-half cubic centimeters 
are given, both local and constitutional 
reactions in adults may be avoided. 
Besredka advocates the administration 
of such vaccines by mouth, not only 
for the purpose of avoiding reactions, 
but more especially for the theoretical 
purpose of applying the immunizing 
antigen directly to the tissue liable to 
infection. This idea may appear fan- 
tastic or not according to one’s view- 


Recent experimental studies 
show that specific agglutinins, pre- 
cipitins and complement-fixing anti- 


point. 


bodies appear in the blood of persons 
to whom the triple typhoid-paratyphoid 
vaccines have been administered orally, 
arguing therefore for the creation of 
an active specific immunity. Those so- 
called ““E,ntero-vaccines” are offered by 
many of the European laboratories, 
but in this country we have been con- 
until further favorable 


tent to wait 


information is forthcoming. 


22. Other Vaccines. The above list, 
while incomplete, includes the prep- 
arations that are most commonly used. 
Manufacturing laboratories in various 
countries supply vaccines or similar 
products for the prevention and treat 
ment of asthma, erysipelas, ozena, 
pyorrhoea, rheumatism, rhinoscleroma 
and other conditions, infectious and 
otherwise. Since to these products it 
is not possible to apply our present 
standards of appraisal, they may be 
left out of consideration. 


SUMMARY 
If we disregard those vaccines 
which fail to reach our standard of 
evaluation based either on scientific 


measure or on the result of reliable 
and controlled clinical experience, the 
list dwindles. There is left, however, 
an array of products of incalculable 
worth for the prevention of infectious 
disease. It would seem from the 
answers to Hektoen’s questionnaire 
that physicians out of their personal 
experience, are practicing a somewhat 
similar process of elimination. With 
the passing of fads, by the application 
of strict criteria, and after the further 
accumulation of clinical results, some 
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of the preparations now on the market 
will fall into disuse, with a gain to 
the patient in accuracy of diagnosis 
and soundness of treatment. 


II. SeRuMsS 

In appraising serums on the basis 
adopted in discussing vaccines we can 
prophesy what their general physio- 
logical action will be and, with far 
greater conciseness than is possible in 
the case of vaccines, just what im- 
munologic effect to anticipate. Know- 
ing that serums may contain approxi- 
mately from six to eleven per cent of 
proteins (globulins and albumin) and 
that concentrated serums may contain 
from ten to nineteen per cent of 
globulins, and knowing the allergic 
status of the recipient we can usually 
foretell the constitutional response to 
their injection and avoid many of the 
disturbing reactions that follow their 
administration to serum-hypersensitive 
persons. There still remains the little- 
understood realm of the non-specific 
stimuli of which serum proteins are 
capable. In the case of immune se- 
rums, close acquaintance with what we 
may call the philosophy of the disease 
coupled with familiarity with the im- 
munologic nature and antibody content 
of the antitoxic or antibacterial serum 
will indicate beforehand the possible 
value of the treatment in any given 
case. Such knowledge teaches us the 
limitations as well as the applications 
of this class of biologic products. 
Stated in general terms, a potent se- 
rum corresponding immunologically to 
the infection to be treated, given in 
sufficient dosage early in the disease 
should, if no serious complicating fac- 
tors exist, be of the greatest aid in 
bringing about recovery. The value of 


the serum will decrease as the dose is 
diminished from the proper level or as 
the disease progresses. It should be 
borne in mind that the injection of 
foreign protein, especially in the 
amounts represented by the average se- 
rum dose, alters the individual’s physi- 
ological response to subsequent injec- 
tions of a similar protein. For this 
reason the free use of antitoxic or 
other serums, unless the condition 
strongly warrants their administration, 
should be deprecated. It should be 
further remembered that the passive 
immunity conferred by heterologous 
immune serums is of short duration, 
lasting only some two weeks or more 
and that the period of protection is 
even shorter in the case of patients 
who at some previous time have re- 
ceived injections of horse or other for- 
eign serum products. So, too, will the 
time of appearance and the level and 
persistence of the immunity depend 
upon the route of administration. For 
a further understanding of the curative 
value of this class of products it may 
be mentioned that with most anti- 
toxins, laboratory tests give an accu- 
rate estimate of their actual immuniz- 
ing value, but with antibacterial se- 
rums the parallelism is by no means 
so close. This is because of the dif- 
ficulty of reproducing in suitable 
experimental animals such infectious 
diseases of man as pneumonia or 
meningitis, although such toxemias as 
diphtheria and tetanus may be approx- 
imated closely enough in guinea pigs 
and other common laboratory animals. 


1. Antianthrax Serum. When the 
anthrax lesion is in the skin and under- 
lying tissues the prompt and intelligent 
use of surgery is often sufficient. 
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such an infection has 


When 
gressed, or when it exists in the lung 
or alimentary tract the use of anti- 
anthrax serum will reduce the chances 


pro- 


of a fatal outcome. Fortunately, such 
a serum is now available and should 
be used according to directions in all 
infections due to the anthrax bacillus. 


2. Anterior Poliomyelitis. The ra- 


tionale for the use of convalescent 
serum in this disease appears to be 
sound. Recovery from an attack brings 
a life-long immunity; the serum from 
a recovered patient neutralizes infec- 
tious brain and cord in vitro; and it 
protects monkeys against what would 
otherwise be a fatal dose of such virus. 
Now that some monkeys, especially 
Macacus rhesus, can be infected with 
poliomyelitis virus by injecting them 
with the brain or cord from a human 
case, the way has been opened for 
testing human convalescent or other 
serum for protective action. Both 
Flexner and Aycock with this method 
have shown that the blood serum of 
many adults contains substances antag- 
onistic to the virus, while the serum 
of persons convalescent from poliomy- 
elitis has such an appreciable protective 
action that one would expect such a 
potent serum given early and in suf- 
ficiently large doses would stay the 
course of the disease. While the re- 
sults following treatment of sporadic 
cases can be considered as being no 
more than suggestive, Aycock’s analy- 
sis of the results of the Massachusetts 
cases treated in 1927 and 1928 gives 
us the first statistical evidence of the 
benefits of this form of treatment. 
When the serum was given in the 
first stages of the disease before seri- 


ous cellular impairment had taken 


321 


place recoveries and freedom from 
crippling sequelae were far more fre- 
quent than was the case of patients 
who received no serum. From the 
very nature of this disease with the 
damage to the cells of the brain and 
cord, one would expect that this serum 
would be of value only in preventing 
further development of the infectious 
process and would have little or no 
curative action in remedying any cellu- 
lar impairment already present. Early 
diagnosis and prompt treatment, there- 
fore, are essential if any measure of 
success is to be expected. For the 
preparation of this serum, the blood 
should be drawn if possible from a 
person convalescent from poliomye- 
litis, the serum separated, clarified and 
tested for potency and for sterility, 
and then injected into the patient both 
intraspinally and intravenously. Aycock 
advises that about 15 to 20 cubic centi- 
meters of the serum be administered 
route and twice the 


by the spinal 


amount into a vein. 
Serums produced by the artificial, 


active immunization of horses with 
streptococci have been tried and claims 
made of therapeutic efficacy, yet when 
tested for virucidal action they have 
lacking in_ protective 


been found 


power. 

3. Antidysentery Serum. Polyvalent 
serums made by actively immunizing 
horses with the Flexner, Shiga and 
other strains of the dysentery bacillus 
are useful in the treatment of bacillary 
dysentery only, and their value varies 
in inverse ratio to the length of time 
that has elapsed since the onset of the 
attack. 


4. Anti-gas-gangrene Serum. Be- 
cause the bacteria causing this type of 
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infection, such as Clostridium welchii, 
Cl. oedematiens, Cl. oedematis-maligni 
and others, produce their characteristic 
effects through the toxins they elabo- 
rate, the treatment of these conditions 
with a serum containing specific anti- 
toxins is logical. Such antitoxic se- 
rums are obtainable from a few of the 
manufacturing laboratories, and along 
with appropriate surgical measures are 
indicated in treatment. 


5. <Antigonococcic Serum.  Inas- 
much as gonococcus apparently pro- 
duces no soluble toxin, the most that 
could be hoped for in our present 
state of knowledge, would be the pro- 
duction of a serum containing anti- 
bacterial substances for this organism. 
While serums are available that con- 
tain specific agglutinins, complement- 
fixing and other antibodies, their im- 
munologic reactions in vitro are not 
of a high order, and their therapeutic 
action is uncertain. 


6. Antimeasles Serum. Many and 
varied have been the bacteria that have 
been described as being intimately as- 
sociated with measles if not the cause 
of it. Attention now, however, is al- 
most entirely directed to the green 
diplococci first described by Tunnicliff, 
and the more or less similar strepto- 
coccus of Ferry and Fisher. These 
cocci have been found in the blood and 
throats of patients in the early stages 
of the disease. So far as can be dis- 
covered from the literature the critical 
test for etiological relationship by pro- 
ducing the disease in a susceptible per- 
son by inoculation with a pure culture 
has not been tried. Under suitable 
cultural conditions these cocci have 
yielded a toxin which is said to have 
the same relation to measles immunity 


as does diphtheria toxin in the Schick 
test or scarlet fever streptococcus 
toxin in the Dick test. This extra- 
cellular toxin is neutralized by the se- 
rum of measles convalescents. 

These facts warrant the attempt to 
prepare an artificial immune serum as 
well as support the use of convalescent 
serum for prophylaxis. Tunnicliff has, 
indeed, succeeded in immunizing goats 
to the toxin of her diplococcus, as 
proved by careful laboratory experi- 
ment, and, in the hands of Hoyne, 
Gasul and Halpern this immune goat 
serum has been found to prevent or 
modify measles in susceptible persons 
exposed to the disease. A similar se- 
rum has been obtained from the horse 
by Tunnicliff and White, which in 
vitro compares favorably in its immun- 
ological behavior with immune goat 
or convalescent serum. Further clini- 
cal trial is necessary before passing 
judgment on these new products. 
While there is ground for hope that 
such serums may protect temporarily 
against infection or mitigate the dis- 
ease when given in the prodromal 
period, there is no indication that they 
would be of any avail in treatment. 


Degkwitz believes that measles is 
caused by a filterable virus, often asso- 
ciated with a green-producing coccus. 
He claims to have cultivated this virus 
and with it has produced an immune 
serum from the sheep. This serum 
has been put to clinical trial, but the 
reports are contradictory. 

“Convalescent serum, however, (to 
quote once more from a previous dis- 
cussion) may be accepted as a valuable 
agent in preventing measles, or better 
for modifying an attack so that the 
patient while being spared any harmful 
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effects of the disease is permitted to 
develop an active and presumably last- 
ing immunity. 

“There are difficulties in obtaining 
an adequate supply of this convalescent 
serum, but the difficulties are not in- 
superable unless large numbers of ex- 
posed persons are to be treated. The 
blood should be taken only from indi- 
viduals who are definitely known to 
have had measles and then as soon 
after convalescence as possible. Should 
such a source of supply be lacking the 
blood of persons with a history of 
previous measles may be used. The 
usual strict precautions to be observed 
in the case of all human serums, such 
as the donor’s freedom from com- 
municable disease, and the sterility of 
the serum, should be observed. 

“Richardson and Jordan advise a 
dose of from 6 to 10 cubic centimeters, 
given intramuscularly. When injected 
within the first four or five days after 
exposure (counting two days addi- 
tional from the date of the appear- 
ance of measles in the person to whom 
the contacts were exposed) the disease 
is usually prevented. When given 
later this dose generally prevents a se- 
vere attack but may allow a mild form 
of the disease to develop, which estab- 
lishes a lasting active immunity. The 
dosage cannot be accurately determined 
because serums vary in their protective 
power. The age and size of the person 
receiving the serum also influence the 
amount to be injected. In general, it 
may be said, that at the present time 
convalescent serum is a valuable agent 
for protecting young and susceptible 
children against a malady, which with- 
out the serum may cause harmful and 


sometimes fatal results.” 
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Antimeningococcic Serum. <A 
former serum by 
the author may be repeated here. “In 
epidemic cerebro-spinal or meningo- 
coccus meningitis the use of anti- 
meningococcic serum has brought about 
a marked reduction in fatality and in 
the physical damage that follows such 
infections. Its administration is indi- 
cated in every case of meningitis due 


7. 
discussion of this 


to meningococcus and may be given to 
advantage in many cases before a def- 
inite bacteriologic diagnosis has been 
established. All such serum produced 
in laboratories under the supervision 
of the United States Hygienic Labora- 
tory is polyvalent, and contains anti- 
bodies for strains of the various agglu- 
tination and tropin groups. It should 
always be administered subdurally and 
at the earliest possible moment. When 
injected into the spinal canal the dose 
should be slightly smaller in amount 
than the spinal fluid withdrawn, and 
it should be injected slowly and under 
gravity pressure—not by syringe. 
“The serum may also be injected 
into the ventricles, but this route is 
not commonly chosen except in severe 
or obstinate cases. Its injection into 
the cisterna magna is comparatively 
free from danger and is recommended 
by Ayer and others, particularly in 
child patients. The intravenous injec- 
tion of the serum, advocated by Her- 
rick and others, may be of benefit but 
theoretically at least, only in early 
Directions for 
treatment can be 


stages of the disease. 
continued serum 
found in text books and in circulars 
accompanying the product. 

“The practitioner should bear in 
mind that from year to year or where 


the infection is brought from other 
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countries, the strain or strains of 
meningococcus causing the infection 
may be of a type not covered by the 
usual serums. In every case of 
meningococcus meningitis, wherever 
possible, the organism present in the 
spinal fluid should be isolated and car- 
ried under cultivation. Then, should 
the patient fail to respond satisfac- 
torily to treatment with the particular 
preparation used, it may be possible 
by simple agglutination tests to select 
another lot or make of serum which 
will have a higher antibody content for 
the strain involved. The serum treat- 
ment of meningococcus meningitis 
should, therefore, always be accom- 
panied by careful bacteriologic and 
serologic control.” 


8. Antiplague Serum. The plague 
bacillus is notable for the highly poi- 
sonous nature of its protoplasm and 
for the severe toxic effects that accom- 
pany the disease in man. In prepar- 
ing a therapeutic serum, therefore, the 
plan of immunizing horses is to de- 
velop both antitoxin and antiendotoxin. 
The method of Yersin is the one em- 
ployed in making this product. Rosenau 
says of the Yersin serum, “At most 
this antitoxic serum is weak; it has 
feeble and transient protective proper- 
ties, and doubtful curative power. 
Very large quantities must be admin- 
istered in the disease to obtain any 
effect at all.” 


9. Antipneumococcic Serum. Long- 
continued laboratory study has proved 
that the introduction of dead pneumo- 
cocci (of Types I and II, at least) 
into the animal body leads to an active 
immunity as shown both by resistance 
to subsequent infection and by the 
presence of agglutinins, protective and 
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other antibodies in the serum of such 
an animal. With due allowance for 
its limitations it can be said that anti- 
pneumococcic serum, Type I, prepared 
according to the original or modified 
method of Cole, administered in full 
doses within the first three days of the 
attack frequently checks the disease 
and reduces its fatality. Antipneumo- 
coccic serums for Type II, III and IV 
infections has been found to be clin- 
ically valueless, a fact which squares 
with laboratory experience. By im- 
proving the methods for horse im- 
munization and by separating out and 
concentrating the protective substances, 
preferably by the method of Felton or 
that of Banzhaf, we now have “Pneu- 
mococcus Antibody Solution,” which 
in the hands of Cecil, Park, Bullowa, 
and Lord, among others, has shown 
definite curative action in cases of 
Type I lobar pneumonia and a some- 
what less but still favorable effect in 
Type II infections. In pneumonias 
due to pneumococci of Types III and 
[V, this antibody solution has been of 
very doubtful benefit. The lessening 
of the number and severity of attacks 
of serum sickness is one of the gains 
accruing from the concentration proc- 
ess. This remedy is still on trial but 
is now procurable in the market. 


10. Antirheumatic Fever Serum. 
Experiences of the past year have 
brought nothing to modify the author’s 
earlier opinion, “Although some late 
publications, notably those of Small 
and of Birkhaug, give the idea that 
the riddle of rheumatic fever is solved, 
the solution is neither so simple or 
sure. Here it is claimed that a par- 
ticular coccus is the cause of the dis- 
ease and its train of distressing and 
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obstinate symptoms. A toxin is said 
to have been produced which, used in 
intradermic tests, denotes susceptibility 
or immunity to the disease, but the 
evidence is neither clear nor convinc- 
ing. Here, too, an immune serum 
has been obtained about which widely 
diverging reports are heard. It is by 
no means certain that “Streptococcus 
cardioarthritidis” is the cause of rheu- 
matic fever, and we must await the 
results of further investigation before 
passing judgment on the biologic 
agents now available.” 

11. Antistaphylococcus Serum. Al- 
though Parker and others have demon- 
strated toxin production by staphylo- 
cocci, the serums at hand are essen- 
tially antibacterial in nature. One 
would expect no more of them in the 
way of curative action than from anti- 
gonococcic serum. 


12. Antistreptococcic Serum. Post- 
poning for the moment any discussion 
of the streptococcal antitoxins, anti- 
bacterial serums specific for strepto- 
cocci may be considered. These are 
made for treatment of infections due 
to Streptococcus hemolyticus and also 
S. viridans. From our knowledge of 
antistreptococcal immunity in general 
we would rate these serums low in 
immunizing value. The occasional fa- 
vorable reports from their users en- 


courage their continued manufacture. 
13. Antivenins. Antiserums specific 
for venoms of the American rattle- 
snake, copperhead and water mocassin 
are now manufactured in the United 
States. Laboratory trials show that 
such serums not only neutralize these 
venoms in the test tube but protect 
animals injected with killing amounts 


of venom. When injected into human 
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beings bitten by any one of these three 
poisonous snakes, if given soon after 
the bite is received, they prevent or 
modify the toxic symptoms. The 
shorter this period the more useful is 
the antivenin. In other lands various 
institutes and manufacturing labora- 
tories prepare similar products specific 
for the venoms of the various snakes 
native to the country. 


14. Diphtheria Antitoxin. This 
product is one of the greatest achieve- 
ments of applied immunology. Higher 
than ever in antitoxic content per given 
volume, more stable and freed to a 
larger and larger extent from non- 
antitoxic proteins, it remains a sover- 
eign remedy for diphtheria. Here 
again early administration enhances its 
value. The accepted but not always 
practised modes of administration are 
intravenously in the severest cases, 
intramuscularly in mild and also pos- 
sibly a part intravenously in moder- 
ately severe infections, but subcutane- 
ously only for prophylaxis. From the 
experimental work of Schick there 
would appear to be no advantage in 
giving more than 500 units per kilo 
of body-weight in the severer cases, 
and this amount corresponds to the 
recommended by 
and the this 
Any hesitancy about dosage 


maximum 
Park 


product 


dosage 


manufacturers of 


should be dispelled by decision to ad- 


minister the higher amounts recom- 


mended. Any suspicion that the pa- 


tient is suffering from diphtheria 
demands the immediate injection of 
antitoxin in full dose without waiting 
for a bacteriologic report. 

The prophylactic use of diphtheria 
antitoxin is decreasing. It is now 


prefered to perform Schick tests on 
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persons exposed and to take nose and 
throat cultures. When the reaction to 
the Schick test and the result of cul- 
tural examination are negative the in- 
dividual is released from observation ; 
where the Schick test is negative and 
the culture positive the person is con- 
sidered as a carrier; where the Schick 
test is positive and the culture nega- 
tive, daily cultures and clinical exam- 
inations are made; where both the 
Schick test and culture are positive a 
dose of 1,000 units or more of anti- 
toxin should be given. 


15. Erysipelas Antitoxin. The facts 
that hemolytic streptococci are inti- 
mately concerned in this disease, that 
these cocci produce a toxin analogous 
to that elaborated by scarlatinal strep- 
tococci, and that erysipelas is essen- 
tially a toxemia, would seem to furnish 
a basis for antitoxic therapy. Amoss 
and also Birkhaug have developed 
such antitoxins, which are now sup- 
plied in concentrated form, and clinical 
reports of the results following their 
use are mainly favorable. The close 
relationship of streptococci of the 
erysipelas group to those of the scarla- 
tinal group would seem to be ground 
enough for employing polyvalent scar- 
let fever streptococcus antitoxin in the 
treatment of erysipelas. The English 
follow this view as does also McCann, 
apparently with satisfaction. On these 
grounds, therefore, it might be pre- 
dicted that scarlet fever streptococcus 
antitoxin might or might not be of 
benefit in erysipelatous conditions. The 
protection afforded is temporary and 
should not be expected to prevent re- 
lapses. 


16. Scarlet Fever Streptococcus An- 
titoxin. The potency and the immun- 


izing compass of this product have 
been increased by the addition of dif- 
ferent toxigenic strains of scarlatinal 
streptococci to the antigens used for 
immunizing the producing horses; by 
improvements in the scheme of injec- 
tion and by refinements in the concen- 
tration process. The methods for test- 
ing the potency still leave much to be 
desired, but manufacturers obviate this 
difficulty by recommending an amount 
which is usually sufficient for the case. 
This antitoxin given in adequate 
amounts early in the disease reduces 
the toxemia in a gratifying way, and 
the greater the toxemia (in early 
cases) the more striking the effect. 
Since it is essentially an antitoxin one 
would not anticipate that it would pre- 
vent the development of septic compli- 
cations, except in so far as it, by 
lessening the debilitation of the patient, 
might raise the general level of resist- 
ance to further invasion by this 
streptococcus. Some authors recom- 
mend its use in all cases of scarlet 
fever while others would limit its use 
to the moderately severe and severe 
cases. 

The prophylactic use of this anti- 
toxin does not seem indicated unless 
exposed persons are to be away from 
daily medical observation. The disease 
usually attacks only about one in ten 
of those exposed, the antitoxin confers 
passive immunity for a matter of only 
two weeks or slightly more, while the 
source or sources of infection may con- 
tinue to be present and cause this 
fever in exposed persons in whom this 
passive immunity has disappeared. 
Then second or subsequent injections 
of this product may be followed by 


serum sickness. The daily inspection 
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of contacts, with the immediate ad- 
ministration of the antitoxin at the 
first symptoms of scarlet fever, would 
in the main, seem to be the better 
practice. 


17. Tetanus Antitoxin. Few bio- 
logic products have been subject to 
such trial as was given tetanus anti- 
toxin during the World War. Out of 
that welter it was learned that a pro- 
phylactic dose of 1,500 units, admin- 
istered shortly after the wound was 
received, would ward off tetanus if the 
wound were slight or required no 
further surgical interference. The pro- 
tection was not sufficient, however, to 
prevent development of the infection 
in those cases requiring subsequent 
operation. It, therefore, became the 
rule to give antitoxin not only at the 
time of the wounding but before each 
surgical operation. This rule should 
hold in civil as in military life. For 
treatment the antitoxin should not be 
given grudgingly. It should be in- 
jected intraspinally at the earliest mo- 
ment, and repeated frequently and in 
large doses. Administration by the 
venous route or into nerve sheaths is 
inferior in effect to injection into the 
spinal canal. 


18. Other Serums. In addition to 
the serums just discussed, there is nor- 
mal horse or other animal serum’ for 
the arrest of hemorrhage and the treat- 
ment of burns as well as a number 
of analogous products which, because 
their merits can not be measured ac- 
cording to our chosen standards need 
not be included here. For example, in 
the catalogs of foreign manufacturing 
establishments one finds listed such 
products as coli-paracoli, grippe, ictero- 
hemorrhagica, leprosy, thyroid, ty- 
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phoid, uremia and vaccinia antiserums, 
all of which under the ruling of the 
United States Hygienic Laboratory 
would be classed as products for which 
no standard of potency exists. 


SUMMARY 


With these theoretical considerations 
the clinician should neither expect nor 
demand that immune sera do more in 
controlling the diseases for which they 
are intended than the immunologist 
may honestly predict for them. Bear- 
ing in mind that serums represent 
proteins foreign to the human body, 
the prudent physician will determine 
the allergic condition of his patient be- 
fore such treatment and be ready with 
epinephrine to combat any untoward 
reaction following serum injections. 
For the same reason such a physician 
may spare his patients the possibility 
of future serum sickness by not giving 
Here, and on this 
de- 


serums needlessly. 
account even more caution is 
manded than in the use of vaccines. 

Fresh and potent serums, and only 
those of proven value, given early in 
the disease and by the most favorable 
route, continue to be the physician’s 
greatest and sometimes sole aid in 
curing some of the more malignant in- 
fectious diseases. 

This critical review of serums and 
vaccines must be taken as of today. 
The development of non-specific: bio- 
logic therapy, the perfection of new 
methods of serum and vaccine produc- 
tion and the discovery of other agents 
of this kind will necessitate new or 
revised appraisals. Disappointments 
will be fewer if general use waits upon 
theory, upon laboratory experiment, 
and upon controlled clinical observa- 
tion. 








The Diagnosis of Gonococcal Arthritis With Report 
of Three Cases in Patients With Chronic 
Rheumatic Endocarditis* 





By O. H. Perry Pepper, M.D., Philadelphia 


OT so many years ago the term 
N gonococcal arthritis connoted 

an ankylosing monarticular 
process ; today we know that gonococ- 
cal arthritis is usually a polyarthritis 
which may so closely simulate rheu- 
matic fever as to lead to diagnostic 
error unless one is constantly alert to 
suspect and search for the evidences 
of gonococcal infection. 

We have also learned that all pros- 
tatitis is not gonococcal nor need it 
have even started as such, and we 
have gained a hearty respect for both 
venereal and non-venereal prostatitis 
as a focal cause of such distant 
troubles as arthritis, iritis and neuritis. 

Notwithstanding these advances, it 
seems to me we are still far from 
appreciating both the frequency with 
which neisserian infection is responsi- 
ble for arthritic phenomena and the 
difficulties of recognizing this factor 
when it occurs. 

Impressed with this view, we have 
attempted for the past few years to 
make sure that the possibility of gono- 
coccal infection was carefully investi- 
gated in every patient with acute or 
chronic arthritis, including even ap- 


*Read before the American College of 
Physicians, April 9, 1929, Boston, Mass. 


parently typical rheumatic fever, ad- 
mitted to the adult medical service at 
the Hospital of the University of 
Pennsylvania. As always happens 
when such a state of mental “sensitiza- 
tion” exists, more instances of the 
disease in question were discovered. 
After careful investigation a number 
of cases of supposed rheumatic fever 
proved to be gonococcal arthritis and 
among the infectious arthritis group 
a greater percentage were attributed 
to gonococcal infection. For example, 
during 1928, among 46 cases of ar- 
thritis there were 20 in which investi- 
gation supported an initial suspicion of 
gonococcal etiology, and further study 
resulted in 14 of these 20 being finally 
so diagnosed. I have no desire to 
present any statistics but merely to 
report some of our experiences and 
conclusions. 

At the start let me emphasize the 
difficulties inherent to the making of 
the diagnosis of the gonococcal nature 
of an arthritis. Only when an acute 
arthritis develops during acute gonor- 
rhoea can one safely and easily make 
this diagnosis. Under other circum- 
stances, it is usually made with dif- 
ficulty and doubt. Even the discovery 
of a gonococcal infection does not 
prove its causal relation to an existing 


328 











‘y we mee rr 


ee a | 








The Diagnosis of Gonococcal Arthritis 329 


arthritis any more than does the find- 
ing of a peridental abscess. Further- 
more, the tendency of the gonococcus 
to die out and leave only a secondary 
flora as evidence of a former gonor- 
rhoea in both males and females adds 
to the difficulty. 

The uncertainty is in a large meas- 
ure due to the fact that all the diag- 
nostic criteria which can be routinely 
used are far from satisfactory. They 
include the history, the character of 
the arthritis, other clinical features, 
the complement fixation test, roent- 
genology, joint puncture, the course of 
the disease and the results of treat- 
ment. Let us briefly discuss each of 
these. 


History. Both the previous medical 
history and the circumstances immedi- 
ately preceding the onset of the ar- 
thritis are important and yet may be 
very deceiving. When a clear story 
of gonorrhoea is obtained it must obvi- 
ously arouse suspicions that a subse- 
quent arthritis may be gonococcal, 
even though a story of joint injury 
is obtained. Frequently injury seems 
to determine the onset and the local- 
ization of a gonococcal arthritis. A 
negative history on this point is to be 
given no weight at all not only because 
venereal disease is often denied but be- 
cause in the female its presence is 
often unknown. Far more significant 
in the female is the history of leucor- 
rhoea, pelvic inflammatory troubles or 
some chronological relation of arthritis 
to marriage or to child bearing. 

Among our recent cases are exam- 
ples of each of these relationships; in 
one man three of five attacks of gonor- 
thoea were followed by arthritis. It 
is the rule that if gonococcal arthritis 


is to occur in an individual it will 
usually appear with the first gonor- 
rhoea and having once occurred will 
recur with each fresh gonorrhoea. In 
another, the entire sequence of gonor- 
rhoea, polyarthritic stage, monarthritis 
in sternoclavicular joint, and finally 
the typical painful heel of the os calcis 
spur could be elicited. 

The patient’s age at the onset of the 
arthritis must be given some weight; 
a very youthful onset, of course, argues 
against an arthritis being neisserian 
unless the case belongs in the fortu- 
nately rare infantile group. There is 
no question but that such cases do oc- 
cur and Cooperman’ has reported an 
epidemic with 44 such cases of gono- 
coccal arthritis all in infants from the 
same hospital ward. Apparently in- 
fants readily develop gonococcal ar- 
thritis from very slight local lesions. 

There may be no age above which a 
primary attack of rheumatic fever may 
not occur but a primary attack cer- 
tainly becomes less common after the 
age of twenty. Similarly, the presence 
or absence of tonsillitis, growing pains, 
chorea or rheumatic heart disease 
would seem to be of importance in the 
history. This question will be referred 
to later and several cases reported to 
illustrate the difficulties. 

It has usually been agreed that gono- 
coccal arthritis is far more common 
in males than in females. Thomas? 
had 97 males and but 10 females in 
his recently reported series but it is 
doubtful whether this expresses the 
true proportions. The recognition of 

1Cooperman, M.B.: Am. J. Dis. Child., 
1927, 33, 932 

“Thomas, B. A.: J. Am. Med. Assn., 1927, 


89, 2147 
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chronic gonorrhoea is far more diffi- 
cult in the female and the history far 
less helpful as a rule. In our recent 
cases, there were as many females as 
males. 


Character of the Arthritis. Em- 
phasis was first placed on the monar- 
ticular feature of neisserian arthritis ; 
next on the tendency of the polyar- 
thritis involvement to subside in all but 
one large joint, often the knee. Just 
as long as this criterion was demanded 
for the diagnosis of gonorrhoeal ar- 
thritis only such cases as exhibited 
these features were recognized as such 
and so diagnosed. Today it is accepted 
that the temporomandibular and 
sterno-clavicular joints are often in- 
volved in gonococcal arthritis, seldom 
if ever in rheumatic fever. Blake® in 
the best available article on gonococcal 
arthritis supports this view. Among 
our recent cases of neisserian arthri- 
tis, there were instances of involve- 
ment of each of these two joints while 
neither joint was involved in the non- 
gonorrhoeal group. 

Nevertheless one cannot usually dis- 
tinguish on the basis of the arthritic 
picture some instances of so-called 
neisserian arthritis from rheumatic 
fever; nor others from non-gonor- 
rhoeal infectious arthritis. There is 
not enough difference in the onset, the 
order of involvement, the number of 
joints involved, those involved, the 
duration of individual joint involve- 
ment nor in the severity of the local 
symptoms to permit one to make a 
satisfactory differential diagnosis. 

The phrase ‘so-called neisserian ar- 
thritis’ was used above with a purpose. 


3Blake, F. G.: in Blumer’s Bedside Diag- 
nosis, Saunders, 1928. 


It is possible that we are trying to 
merge under this term two distinct 
forms of arthritis; one more acute 
and specifically due to the gonococcus 
often with that organism in the joint, 
the other arising no less from a focus 
containing gonococci but reacting to 
this focal infection in a non-specific 
manner. In the second type, although 
gonococci might be found in the focus 
there would also be a free flora of 
secondary invaders. In this form 
gonococci would not be present in the 
affected joints and the process would 
be chronic and not differentiable from 
a non-gonococcic infectious arthritis 
arising from a_ staphylococcic or 
streptococcic focus in tonsil or sinus. 
Strictly speaking these cases should not 
be termed gonococcic even though the 
initial infection was gonococcal and 
even though gonococci may still persist 
in the focus at the time of development 
of the chronic infectious arthritis. 


In other words, even the finding of 
gonococci in what seems to be the 
causal focus of infection certainly does 
not prove that the arthritis, although 
due to that focus, is truly gonococcal. 
If we accept this view, it would ex- 
plain many of our difficulties—the 
variations in the arthritic process, in 
the radiologic findings, in complement 
fixation of cases which we now at- 
tempt to include in one diagnostic 
group. 


Other Clinical Features. Some au- 
thorities have stated that there are 
differences in the height of fever and 
its duration, in the sweating, in the 
leucocytosis or in the anemia. None 
of these criteria have seemed helpful 
to me. 

Endocarditis is another matter and 
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its appearance during or soon after an 
arthritis argues strongly for a rheu- 
matic process. Simple infectious ar- 
thritis seldom if ever has a cardiac 
complication while the rare instance 
of gonococcal endocarditis soon forces 
its diagnosis upon the physician. The 
same reasoning applies to pericarditis 
and even to myocarditis and disturb- 
ances of rhythm. One of our cases 
of arthritis strongly suspected of being 
neisserian developed a paroxysm of 
auricular fibrillation thus raising the 
interesting question as to how far this 
favored a diagnosis of rheumatic 
fever. 

The leucocyte picture deserves men- 
tion. The leucocytosis will be high in 
acute purulent monarticular gonococ- 
cal arthritis but as a rule the leuco- 
cytosis will be greater in rheumatic 
fever than in polyarthritic neisserian 
arthritis. There is no difference in the 
range of the total white cell count be- 
tween infectious non-gonococcal ar- 
thritis and gonococcal polyarthritis ; 
nor do I give any weight to the claim 
that gonococcal infections are to be 
recognized by the occurrence of an 
eosinophilia. It is true that gonococcal 
pus often contains many eosinophils 
and it is probably from this that a cir- 
culating eosinophilia has been errone- 
ously assumed. In none of our recent 
cases has there been an eosinophilia of 
more than 2 per cent, except one count 
which was 6 per cent of a normal total. 


Complement Fixation. It seems to 
be generally accepted that a negative re- 
action does not exclude the presence of 
a gonococcus infection, but that a posi- 





*Mondor and Urbain: Comptes rend. Soc. 
de Biol., 1927, 96, 513 et al. 


tive test is certainly of value. Kolmer°® 
claims that gonococcal arthritis yields 
from 80 to 100 per cent of positive re 
actions. During the past year in the 
cases of what we concluded were 
neisserian arthritis the complement fix- 
ation was positive in a little less than 
half. Among the negative cases were 
3 in which gonococci were actually 
found ; all of these negative cases were 
of long enough duration for a com- 
plement fixation test to have de- 
veloped. The reaction does not be- 
come positive for a month and often 
not for six to eight weeks—a point not 
to be forgotten. One of the positive 
tests may have been due to vaccine 
given at a previous hospital, a possi- 
bility which also must never be forgot- 
ten. 

Roentgenologic Evidewee. The 
X-ray Department of the University 
Hospital, under Dr. H. K. Pancoast, 
recognizes two distinct joint pictures 
produced by gonococcal infection; the 
one is a chronic deforming arthritis 
with both hypertrophic and atrophic 
changes and is not to be differentiated 
as to cause from the roentgenogram 
alone. This corresponds to the non- 
specific form already referred to. 
Sometimes the presence of a spur on 
the os calcis will arouse suspicion. 
Baetjer especially emphasizes that long 
spurs are probably of gonococcal etiol- 
ogy. 

The other form is an acute destruc- 
tive process analogous to that pro- 
duced by streptococci or pneumococci 
but a little less rapid. This picture oc- 
curring in a case lacking the history of 
a serious streptococcic or pneumococcic 





5Practical Text Book of Infection, etc., 
Saunders, 1923. 
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infection is strongly suggestive of a 
gonococcic etiology. 

Perhaps intermediate between these 
two is a rarer picture in which punched 
out areas occur in the bone underly- 
ing localized areas of involved carti- 
lage ; this resembles the picture seen in 
gout. 

Among 14 possibly neisserian cases, 
the X-ray supported the diagnosis in 
8; of the other 6 one was a proved case 
of gonococcic infection but the X-ray 
was taken only 17 days after onset, 
far too soon to show any change; a 
second proved case had only synovitis ; 
two were quite sure cases and might 
have been expected to exhibit sug- 
gestive changes but even on review did 
not ; the other two were our least sure 
cases and the X-ray failure to assist 
added to our uncertainty. 

Reviewing these films brought out 
that much can often be learned by re- 
peating the X-ray study after an in- 
terval of several weeks. The progress 
of the process was in several instances 
an important aid in diagnosis. 

While it is perhaps true as Baetjer 
and Waters® write that gonococcal ar- 
thritis does not present a distinct X-ray 
appearance, yet our experience would 
suggest that with the aid of a judicious 
use of the history the X-ray may 
be of valuable diagnostic assistance. 
Especially is this true if we distinguish 
between acute truly gonococcal ar- 
thritis and the other more chronic not 
strictly gonococcal process. 


Joint Puncture. Our experience 
adds nothing to accepted views on this 
point. If the process be acute a cloudy 
fluid will be obtained which on stain- 


6Injuries and Diseases of the Bones and 
Joints: 


Hoeber, New York, 1927. 
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ing will reveal many neutrophiles. 
Gonococci will usually not be found in 
the fluid; therefore one should search 
in the synovial membrane, taking a 
piece for biopsy.” When Gram neg- 
ative diplococci, often intracellular, are 
found in stained spreads from an in- 
fected joint the organism is assumed to 
be the gonococcus. In the vast ma- 
jority of instances this assumption is 
justified but it must not be forgotten 
that a monarthritis often of the knee, 
is not an uncommon complication of 
meningococcus infection and further 
that meningococcus bacteriemia occurs 
with little or no meningitis and finally 
that the meningococcus is a Gram 
negative diplococcus often intracellu- 
lar and indistinguishable from the 
gonococcus by any staining method. 
There should be no opportunity for 
confusion in cultures. As an alterna- 
tive to joint puncture a neighboring 
lymph node may perhaps be cultured. 
Forkner*® successfully cultured gono- 
cocci from a lymph node from the 
axilla of a patient with a _ typical 
chronic infectious arthritis. 
Axhausen® has recently pointed out 
that not all acute monarticular ar- 
thritis giving the picture of gonococcic 
arthritis is due to the gonococcus. 


Course of Disease and Results of 
Treatment. Attempts to draw diag- 
nostic aid from the course of an ar- 
thritis have been unsuccessful with us. 
It is commonly accepted that the pa- 
tient with rheumatic fever obtains 
more relief from salicylates than does 


7Plisson, L.: Le Prog. Med., 1927, 42, 
1543. 
8Forkner, C. E.; Bull. Johns Hopkins 


Hosp., 1928, 43, 257. 
*Klinische Wochenschrift, 1927, 6, 732. 
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one with gonorrhoeal arthritis. This 
is in a measure true but it is hard to 
use this as a diagnostic criterion. 
Gonococcal polyarthritis may leave be- 
hind it just as little disability as does 
rheumatic fever but when gonococcal 
arthritis lingers in the knee or other 
large joint, ankylosis often results. 
Rheumatic fever does not produce 
ankylosis but acute infectious arthritis 
of any type may. 


Case Reports. Each of the three 
cases to be briefly described presents 
gonococcal arthritis in a patient with 
an old rheumatic endocarditis. This 
coincidence raises some _ interesting 
questions. At first glance it would 
seem that evidence of a former rheu- 
matic infection would argue that a 
subsequent polyarthritis would also be 
rheumatic. Such evidence might con- 
sist of a clear history of rheumatic 
fever in childhood, of repeated ton- 
sillitis or chorea, or the discovery of a 
residual rheumatic endocarditis. Un- 
doubtedly, as Torrey’? has emphasized, 
an adult is far more liable to rheu- 
matic fever if during childhood a pre- 
vious attack of rheumatic fever has 
occurred. May it not be, however, that 
the same adult is rendered by the 
earlier rheumatic fever more liable to 
other joint affections as well as to fur- 
ther rheumatic fever? Blumer” has an 
editorial footnote on this point sug- 
gesting that a previous rheumatic fever 
makes the individual more subject to 
gonorrhoeal arthritis. The following 


cases suggest that this is so. 


10Torrey, R. G.: Tice’s System of Medi- 
cine. 

Blumer, G.: Bedside Diagnosis, Volume 
I, p. 32, Saunders, 1928. 


CASE I. M.H. (1928-1147). A white, 
unmarried female aged 22 developed three 
months before admission, pain and swell- 
ing in the right elbow and knee. The knee 
recovered in one day, the elbow persisted; 
there was fever for two weeks. 

After three months there was swelling 
and ankylosis of the right elbow and also 
limitation of motion in shoulder with con- 
siderable atrophy. Some involvement but 
to a less degree of the right wrist and hand. 
No other joints affected. The interne’s 
tentative diagnosis was gonorrhoeal arthri- 
tis. Confirmatory evidence was obtained by 
the finding of gonococci in the vaginal dis- 
charge and by Dr. Pancoast’s report that 
the roentgenologic appearance of the right 
elbow was strongly suggestive of gonor- 
rhoeal arthritis. 

Another side of the case, however, was 
presented by the finding of an undoubted 
mitral stenosis and of foci of infection in 
the tonsils, sinuses and mastoids. The mitral 
stenosis was in all probability an evidence 
of chronic rheumatic endocarditis even in 
the absence of any history of rheumatic 
fever or chorea. 

Under thorough treatment all but the 
ankylosis improved and the case was sent 
for an arthroplasty. 


CASE II. M.B. (1928-879) a white mar- 
ried woman of 24 years of age was ad- 
mitted with pain in the right elbow which 
had been present for one month. No other 
joints affected at the time but two years 
previously a sharp attack of polyarthritis. 

The items suggesting a possible neisserian 
basis for the arthritis included a former 
salpingitis requiring operation, the presence 
of endocervicitis even though no gonococci 
were found, a strongly positive complement 
fixation and a roentgenologic suggestion of 
gonococcal arthritis. 

On the other hand, the heart was en- 
larged to the left and a double murmur at 
the apex testified to mitral valvulitis with 
both stenosis and regurgitation. There was 
no history of any former rheumatic fever, 
chorea, or tonsillitis. 

Nevertheless here again, we felt justi- 
fied in the diagnosis of chronic rheumatic 
endocarditis and acute neisserian arthritis. 
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CASE III. W.B. (1928-894) a divorced 
white male of 28 years of age had at 21 
years his first attack of polyarthritis. Dur- 
ing the following six years, he suffered six 
similar attacks each lasting from 3 to 6 
months and involving an increasing number 
of joints. The attacks are worse in the 
winter. 

In his earlier history there is no mention 
of rheumatic fever, chorea or tonsillitis. He 
admits gonorrhoea at 23; two years after 
his first joint attack. 

On admission, the pain and stiffness in- 
volved the shoulders, knees, hips, sacro- 
iliacs, both mandibular joints and the left 
sterno-clavicular. Physical examination re- 
vealed evidences of both aortitic and mitral 
valvulitis—presumably rheumatic in nature. 
The Wassermann was negative. The pros- 
tate was heavily infected but no gonococci 
were found. No suspicion of gonococcal 
arthritis was supplied by the X-ray. The 
complement fixation was positive, but this 
may have been due to vaccine given in a 
previous hospital. 

In this case one must admit the old gonor- 
rhoea and the persistent prostatitis but these 
do not prove the gonococcal nature of the 
arthritis. However, the involvement of the 
sterno-clavicular and temporo-mandibular 
joints would be adduced by some as sug- 
gesting a neisserian process. 


All of these patients have been fol- 
lowed sufficiently long to exclude all 
reasonable possibility of the cardiac 
lesions being gonococcal in nature nor 
did they present in the hospital the 
evidence of this infection. It was 


formerly thought by some that gono- 
coccal arthritis was often associated 
with a gonococcal infection of the 


O. H. Perry Pepper 


heart, which often was mild and re- 
covered. This is no longer believed. 
According to our present views the 
above three cases are unquestionably 
instances of rheumatic heart disease. 
The absence of earlier rheumatic ar- 
thritis is interesting in that in its ab- 
sence the joints would perhaps not 
have been expected to be peculiarly 
susceptible to later gonococcal arthri- 
tis. 


Summary. 1. Gonococcal arthri- 
tis is a frequent disease in both males 
and females. 

2. It is protean in its manifesta- 
tions and may closely stimulate rheu- 
matic fever. 

3. The true nature of a gonococcal 
arthritis will often be overlooked un- 
less this etiologic possibility is kept 
constantly in mind. 

4. Diagnosis of this condition is 
often difficult; the diagnostic methods 
unsatisfactory when used singly ; com- 
bined they will usually prove sufficient. 

5. It is suggested that a gonococcal 
focal infection may cause either a 
specific gonococcal arthritis or a non- 
specific infectious arthritis. Many of 
our diagnostic difficulties may arise 
from this. 

6. There is some reason to believe 
that rheumatic infection prepares the 
soil not only for recurrences of rheu- 
matic fever but also for other types 
of arthritis including the gonococcal. 
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Complications and Sequelae of Chronic Ulcerative 
Colitis* 


By J. ArNotp Barcen, M.D., Lic 
Rox Mie er. 
VERY serious disease entails 


dangerous consequences, either 
during the progress of the ill- 
nature's effort 


ness or as a result of 


to restore destroyed tissue. Particu- 
larly is this true of severe chronic in- 
fections. In the healing of tubercu 
losis, formation of the scar may result 
of function. lPneu 


loss 


in serious 


monia, through the sequel of empyema, 


not infrequently results in marked de- 


the chest. \nother dis 


ease, hitherto thought of 


formity of 
as a serious 
infection of the colon, has usually been 
considered without particular reference 
to its associated complications. There 
diseases more annoying or 
than 


are few 


more severe in. their course 
chronic ulcerative colitis and, further, 


the conditions which this infection 


leaves in its wake are among the most 
distressing encountered in the practice 
of medicine. The conditions follow 
ing, or closely associated with, chronic 
ulcerative colitis are multiple. 

In a series of 693 cases of chronic 
ulcerative The 


vo Clinic in the five and a half years 


colitis examined at 


trom January 1, 1923, to July 1, 1928, 
rious significant complications and 


Read before the American College of 
icians, Boston, Massachusetts, April 8 
«-, 1929. 
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lesions closely associated with the dis 
ease occurred as sequelae to or during 


the course of the infection There 


were sixty nine cases of polyposis ol 
the colon, fifty nine cases of stricture 
of the rectum or colon, thirty cases of 


arthritis, twenty-six cases of  perti- 


rectal abscess, seventeen cases ol 


cutaneous lesions, eight cases of neph- 


rosis, or nephritis, seven cases of en 


docarditis, sevell cases ot spleno 


megaly, eighteen cases of perforation 


of the colon, fifteen cases of malig 
nant disease, five cases of ocular dis- 
ease, three cases of fatal hemorrhage, 


two cases of renal calculi, and one case 


of mesenteric thrombosis, and one case 
of tetany 

It must not be thought that each of 
the foregoing complications occurred 
in individual patients requently 
multiple complications occurred in one 


One patient had with the colitis, 


Case, 

endocarditis, arthritis, erythema no 
dosum, and 1ritis The three condi 
tions, chronic ulcerative colitis, arthri 
tis and erythema nodosum, occurred 


together in several patients. Chronic 


ulcerative colitis, perirectal abscess and 


iritis occurred together Perirectal 


abscess, polyposis and malignant dis- 


ease occurred with chronic ulcerative 


colitis several times. Many other in- 
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TABULATION 


DISTRIBUTION Ol} 


693 CASES OF CHRONIC 


208 COMPLICATIONS 


()CCURRING IN 


ULCERATIVE CoLItris 





Complication 


Cases in which 


complications 








Polyposis 

Stricture 

\rthritis 
Perirectal abscess 
Skin lesions 

Renal insufficiency 
Kendocard tis 
Splenomegals 
Perforation 
Malignant disease 
(cular disease 
Hemorrhage (tatal) 
Renal calculi 
Mesenteric thrombosis 

Tetany 


associated lesions could be 
mentioned. The — fact 
stressed that complications do not pre- 


stances of 
should — be 


clude recovery from chronic ulcerative 
colitis. 

In this 
polyp sis (fig. 1) occurred as the most 


series of cases multiple 


In a series of 
IQIQ 


common complication. 
117 cases studied by 
there were polyps in nineteen, and in 


logan in 


a later series studied, polyps occurred 
in twenty-six of 200 cases. Just as the 
disease, chronic ulcerative colitis, usu- 
ally begins in the rectum, so it 1s the 
most common site of origin of polyps. 
later the number increases as they ap- 
pear in the more proximal portions of 
the colon. ‘That they originate during 
the progress of the disease has been 
repeatedly demonstrated. In the ear- 
lier stages of the disease, the inflamma- 
tory phases so accurately described by 
Buie are seen. With the appearance of 
the larger ulcers, between which are 
left islets of mucosa, there is a certain 


occurred Per cent 
OO 10.0 
50 8.5 
30 }.33 
26 3.7 
17 2.45 
s 1.15 
7 1.0 
7 1.0 
Is 2.0 
15 2.10 
5 0 
3 O.4 
2 0.2 
| O.15 
I O.15 


heaping up of mucosa and apparent 
pinching off at the base so that two 
types of polyps may be differentiated 
easily: (1) a plateau-like excrescence 
appearing as definite mucosal hyper 
plasia, and (2) large pedunculated 
polyps which on section are found to 
be adenomatous polyps. If both of 
these occur extensively and are large 
enough to visualize by roentgenogram 
by barium enema, the prognosis may 
be grave. On the other hand, if lim 
ited to the field of the proctoscope they 
may be fulgurated and their potential 
danger becomes minimal. 

Rectal stricture is the second most 
common sequel of chronic ulcerative 
colitis. In discussing stricture in this 
disease the reference is not to the ordi 
nary narrowing of the colon whicl 
usually occurs after one or more at 
tacks of ulcerative colitis. Interest is 
directed, rather, to localized regions 
of inflammatory and scar tissue which 


interfere materially with the passag 
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Kig. 1. Colon after barium enema in a case of chronic ulcerative colitis and multipl 


posis. 
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of the normal fecal current, thus in- 
hibiting normal rectal function. In 
this series there were cases of multiple 
stricture in some of which the lumen 
was so narrow that pockets of pus 
would accumulate proximal to the 
stricture in various parts of the colon 
(fig. 2). The type of 
stricture, however, is a localized nar- 
rowing of the rectum on a diffusely 
These strictures are 


commonest 


narrowed base. 
organic constrictions of the bowel to 
diameters as narrow as 0.5 to 1.5 cm., 
measured The de- 
crease in the relative number of such 


proctoscopically. 


strictures as a complication is striking ; 
in the years 1923 and 1924 stricture 
developed in 19 per cent of cases and 
in the next three and a half years, in 
only 6.3 per cent, a reduction by ap- 
proximately 66 per cent. This can be 
attributed in part to newer methods of 
treatment. 
Whether or 
called a complication or an associated 


not arthritis should be 


disease is a debatable question, but 
from the clinical standpoint it is gen- 
erally considered to be a complication. 
In a large series of patients with 
chronic ulcerative colitis and arthritis 
in whom the diplostreptococcus of 
chronic ulcerative colitis was isolated 
from rectal lesions and injected in- 
travenously into animals, the lesions 
which resulted in animals were, as far 
as the rectum was concerned, in all es- 
sentials like the rectal lesions of pa- 
tients; associated lesions in the joints, 
however, never have been noted in the 
animals. On the other hand, in a care- 
ful analysis of the histories of pa- 
tients afflicted with chronic ulcerative 


colitis and infectious arthritis, various 


types of cases are noted: (1) those in 
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which each exacerbation of colitis i 


followed by a recurrence of the ar 
thritis and in which, with improvement 
of the colitis, there is associated reliei 
from the arthritis; (2) those in whicl 
the attack of arthritis may precede th« 
colitis; and (3) those in which both 
disturbances occur in the same patient, 
apparently without relation. A fur 
ther study of these cases is under way 

Perirectal abscess (fig. 3) is one of 
the more serious, although fortunate 
ly uncommon, complications. [Hither 
the 


from 


anal becomes in 
fected the 


rectal discharge or deep ulcers burrow 


one of crypts 


constant purulent 


beneath or to the side of the anal 
sphincters and point as one or multiple 


perirectal abscesses. From these ab 


scesses, frequently, a pure culture of 
the diplostreptococcus of chronic ul 
cerative colitis is recovered. Con- 
servative treatment in these cases can 


not be urged too strongly. That there 


be the least possible surgical interfer 
Ss 


ence is most important. If the usual 


racical incision and drainage is carried 
out, most unfortunate perianal spread 


ing of infection and functional anal 


deformity may result. 

Perforation of the colon (figs. 4 and 
5) is another extremely serious condi 
occurs in the more ex 


tion which 


tensive and severe cases of chronic 


ulcerative colitis. Its incidence has 
been discussed elsewhere’. 

Any discussion of an inflammatory 
disease of the colon would seem incom- 
plete without reference to the lesions 
that occur in the skin. In this series 
these lesions included erythema nod- 
induratum, chronic 


vegetative 


osum, erythema 


zeczema, eczematoid and 


dermatitis, hemorrhagic purpura, ir- 
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Fig. 2. Colon with multiple strictures alter 


administered. 
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Fig, 4. Colon with multiple perforations and chronic ulcerative colitis 
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Part of the colon shown in figure 4. 


5: 


Fig. 5 
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regular ulcers of the leg, pityriasis 
rosea, neurodermatitis, erysipelas, pel- 
lagra and pemphigus. There may not 
be any close relationship between the 
colitis and most of these, but an inter- 
esting clinical observation is the fact 
that with relief from the colitis, a 
goodly number of them clear up. The 
repeated concurrence of erythema 
nodosum, arthritis and colitis is worthy 
of comment. 

Malignant disease as reported previ- 
ously’ is usually of rapid, early fatal 
type, frequently occurring as multiple 
carcinoma of a high grade of malig- 
nancy in the colons of young persons 
and in association with polyposis. 

Renal insufficiency as a complication 
of severe dysfunction of the colon is 
serious. Demonstrable renal injury 
has occurred only rarely in this series 
of cases of chronic ulcerative colitis. 
Evidence of such impairment has in- 
cluded albuminuria, hematuria, edema, 
increased blood urea, and elevation of 
blood pressure, as well as changes in 
the ocular fundi. 

Endocarditis occurred rarely with or 
as a sequel to chronic ulcerative colitis. 
It appeared in only 1 per cent of the 
cases, and only once could the fatal 
termination of the disease be attributed 
to this condition. Growth was not ob- 
tained on blood culture; nevertheless, 
in a few other cases, in which endo- 
carditis was not a factor, but in which 
chronic ulcerative colitis was severe, 
the diplostreptococcus of chronic ul- 
cerative colitis was isolated by blood 
culture. 

In seven of the 693 cases there was 
unusual splenomegaly. Several of 
these patients had enormous spleens. 
All but one occurred in young persons ; 
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the ages of the patients were fifty-one, 
forty-two, thirty, twenty-three, twenty, 
fifteen and seven years. In the patient 
aged fifty-one years Banti’s disease 
and biliary cirrhosis were diagnosed ; 
in all the others, infectious spleno- 
megaly was considered. In the case 
of the boy aged fifteen years, there 
was associated juvenile hepatic cir- 
rhosis, so diagnosed at necropsy, and 
in two cases there was associated 
purpura hemorrhagica. 

Ocular disease, although it occurred 
in only five cases in this series, was 
definitely a complication, usually in the 
form of iritis or uveitis. In all cases 
it occurred in the presence of one or 
more other complications ; that is, peri- 
rectal endocarditis, arthritis, 
and erythema nodosum. This adds evi- 
dence to the theory of the blood-borne 
nature of these infections. Crohn® has 
reported several similar cases. 


abscess, 


That fatal hemorrhage from the 
colon does not occur more frequently 
is rather astonishing when the exten- 
sively ulcerated surface present in 
these cases is considered. 

Renal calculi are mentioned here be- 
cause clinical symptoms of their pres- 
ence occurred during the course of the 
disease. 

Mesenteric thrombosis played a part 
in the fatal outcome in one case. 

Tetany occurred in only one case in 
which colectomy was performed and 
in which there were multiple opera- 
tions on the ileum for obstruction. The 
rarity of this symptom is striking 
when the terrific intractable diarrhea 
with which so many of these patients 
are afflicted is considered. 

In addition to these closely associ- 
ated pathologic lesions, other condi- 
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tions which occur in the course of 
chronic ulcerative colitis should be 
mentioned. A peculiar mental attitude 
develops in many cases and in twenty- 
five of this series there were symptoms 
of neurologic phenomena. Seventeen 
patients failed to respond to treatment 
and the colitis progressed toward its 
terminal events. Twelve other patients 
had duodenal ulcer; ten had ulceration 
involving parts of the colon, producing 
conditions that simulated filling de- 
fects; there were five cases of preg- 
nancy during the course of the disease 
in which symptoms improved or com- 
pletely disappeared during the preg- 
nancy; in four cases lymphosarcoma 
occurred in the colon; there were two 
cases of lymphatic leukemia, and one 
case of pericolic lipomatosis. 

It should also be noted that there 
were four cases in which various types 
of abdominal surgical procedures pre- 
cipitated acute attacks of ulcerative 
colitis which proved fatal to the pa- 
tients. 

There were only five instances in 
which the disease occurred in more 
than one member of a family. Those 
affected in groups were two sisters, 
two brothers, a father and his daugh- 
ter, and in two instances a mother and 
her son. Such an incidence could 
occur readily in any infection and 
would argue against the idea that the 
disease might be contagious. 


REPoRT OF CASES 


Case 1, polyposis—A man aged twenty, 
was admitted to The Mayo Clinic Septem- 
ber 26, 1925, with a history of bloody 
dysentery of nineteen months’ duration and 
with a maximum of thirty to forty stools 
in twenty-four hours. He stated that his 
condition had been as bad as this for at 
least 100 days in succession. A diagnosis 


of amebic dysentery had been made else- 
where, although amebae had not been found 
in the stools. 

The patient was acutely ill with a max- 
imal temperature of 102°, and he had many 
rectal discharges containing pus and blood. 
He suffered from incontinence of the rec- 
tum and had lost 24 pounds in weight. 
The pulse rate was 90 and the blood pres- 
sure 120 systolic and 90 diastolic. The 
abdomen was moderately tender. At procto- 
scopic examination, September 28, 1925, 
there were noted a diffuse granular involve- 
ment of the rectal and sigmoidal mucosa, 
associated edema, a hemorrhagic tendency, 
and scattered punched-out ulcers. The diag- 
nosis was chronic ulcerative colitis. During 
the next five months his condition varied. 
Improvement was slow but by October 24, 
1925, his condition had progressed so that 
he was dismissed. 

The patient returned in February, 1926, 
much worse than on first admission, report- 
ing steady failure during the month. On 
the report of proctoscopic examination 
made February 23, it was noted that there 
were large, sloughing, ragged, undermining 
ulcers of the rectum with bridging of the 
mucosa between large ulcers, a very serious 
condition. Ileostomy as an emergency was 
suggested, but because of the severity of 
the condition the idea was abandoned. Treat- 
ment then consisted of tincture of iodine 
given by mouth, large doses of kaolin alter- 
nating with bismuth, opium and paregoric, 
and small doses of vaccine prepared from 
the diplostreptococcus which was _ isolated 
practically in pure culture from the ulcers 
in the rectum on both occasions. He slowly 
began to improve and after several months 
was able to go home. 

September 22, 1926, the patient stated that 
he had gained 37 pounds in weight in the 
preceding four months; he was having six 
to seven movements of the bowel in 
twenty-four hours with only occasionally a 
little blood and mucus. The proctologist 
reported the mucosa practically normal. 
There were a few pitted scars scattered 
over a slightly pale mucosa and multiple 
polyps from 0.3 to 0.7 mm. wide and from 
0.3 to 1.5 cm. long; some bled easily. The 
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following healing 
ulcerative 


diagnosis was polyposis 
of extremely advanced chronic 
colitis. Clinically the patient was in ex- 
cellent condition. He was dismissed with 
instructions to take vaccine subcutaneously. 
May 23, 1927, he returned, clinically well, 
stating that he had had the best winter 
since the beginning of the illness. He had 
gained 50 pounds in weight and and looked 
the picture of health. There had been an 
average of three bowel movements daily 
for months and blood had not been seen 
in the stools for at least a month. At this 
time the proctologist reported healed chronic 
ulcerative colitis, leaving polypoid areas and 
polyps. Some small polyps seen January 23, 
1927, had disappeared. The mucosa between 
polyps was normal except for the scars of 
the infection. A series of fulgurations of 
the rectal polyps was carried out without 
The patient was free of symptoms 
ful- 


incident. 
then, but because of the inability to 
gurate all the polyps he returned in De- 
cember, 1927. At this time it was noted 
on proctoscopic examination that there were 
still several polyps in the rectum but that 


the mucosa was healthy. The remaining 
polyps were fulgurated. 
August 9, 1928, the proctologist noted 


some scars in the rectum but no ulceration. 
The lumen was practically normal in diam- 


eter. The areas fulgurated did not show 
polyps. 
Case 2, stricture—A man aged thirty 


three years came to the clinic in December, 
1928, with a history of bloody dysentery 
of ten years’ duration, accompanied by ten 
to fifteen bowel movements daily. 

The patient was emaciated and in the last 
few months prior to coming to the clinic 
he had lost 19 pounds. Proctoscopic exam- 
ination revealed chronic ulcerative 
a definite annular stricture 13 mm. in diam- 
eter situated 2 cm. above the pectinate line, 
and the whole rectum contracted to two- 
thirds its normal size. The roentgenogram 
showed involvement of the entire colon. The 
Wassermann reaction on the blood was neg- 


Stool examination was negative for 
Anal- 


ative. 
acid-fast bacilli, parasites, and ova. 


ysis of gastric content gave a total quantity 
of 110 c.c., total acidity of 40 and 


free 
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hydrochloric acid of 18. The blood count 
was essentially normal, except that leuko- 
numbered 10,800 in each cubic milli- 
meter. The tonsils were septic and there 
was periapical infection of one tooth; these 
foci were removed and vaccine was given 
subcutaneously. 

The patient returned in March, 
averaging three to five bowel movements 
daily and feeling well. At this time the 
proctoscope revealed activity, graded 1 on a 
to 4, with contraction of the 
about half its normal diameter, 
and the stricture admitting a large 
proctoscope. The patient had performed his 
usual business duties in the previous six 
months, was on the road all the time and 
drove his car most of the time. 


cytes 


1928, 


4 


basis of I 
rectum to 


Case 3, arthritis—A man aged forty-six 
years came to the clinic in October, 1925, 
complaining of pains in the joints of one 
and a half years’ duration. There was a 
history of bloody rectal discharges for three 
weeks. Pains in the joints of both feet 
had begun a year and a half before admis- 
sion. Six months later some infected teeth 
had been extracted and the pain had left 
the joints but had returned four weeks later. 
Then it had shifted to the neck, right shoul- 
der, arm and wrist. At the time of ad- 
mission it involved one wrist and the knees. 
Tonsillectomy had been performed without 
relief, three months previously. 

On admission the patient's 
was 99.2° at 8:30 a. m. and the pulse rate 
was 100. He had some definite stiffness 
of the neck and back. The right wrist was 
numerous joints stiff. 


temperature 


swollen and were 
October 10, 1925, the hemoglobin was 75 
per cent, erythrocytes numbered 4,760,000 
and leukocytes 8,700 in each cubic milli- 
The Wassermann reaction on the 
blood negative. Roentgen-ray exam- 
inations of the teeth, neck, wrist, knees, 
chest and colon gave negative results. The 
proctoscopic examination revealed chronic 
ulcerative colitis for 24 cm., graded 2+. He 
was given prostatic massage because of non- 
specific prostatitis, graded 3. 


meter. 
was 


During a period of observation for twenty 
days after admission the bowel movements 
in twenty-four hours, 


were ten to twelve 
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all mixed with blood. In the third week 
of his stay the patient received a vaccine 
filtrate made from the diplococcus which 
was isolated from the lesions in the rectum. 
Improvement was marked and two months 
after admission the bowel movements were 
reduced to one or two in twenty-four hours. 
For the arthritis he was given baking and 
massage. He was dismissed December 16. 
The bowel apparently was in excellent con- 
dition; the arthritis had not improved. 

The patient returned home; the arthritis 
improved progressively and he returned to 
work. In April, 1926, arthritis returned 
and for a month he was partially incapaci- 
tated because of swollen and sore joints. 
About the middle of June iritis developed, 
first in the left eye and then in the right. 
Four days after the onset he had an acute 
exacerbation of bowel trouble with ten to 
fifteen stools in twenty-four hours; the 
stools contained blood, pus and mucus and 
there was much cramping, tenesmus and 
extreme soreness in the lower part of the 
abdomen. This continued until he returned 
August 10, 1926. 

A roentgenogram at this time showed 
chronic ulcerative colitis of the left half of 
the colon. Hemoglobin was 64 per cent; 
erythrocytes numbered 4,270,000 and leuko- 
cytes 5,600 in each cubic millimeter of blood. 
Of the leukocytes, 53 per cent were poly- 
morphonuclear neutrophiles. Parasites or 
ova were not found in the stools and smears 
from the rectal ulcers did not contain acid- 
fast bacilli. Treatment with vaccine filtrate 
administered subcutaneously and with bak- 
ing and massage was resumed August 16 
and by September 24 the bowel movements 
were reduced to two stools daily, the pa- 
tient had gained 17 pounds in weight, the 
rheumatism had improved and from every 
standpoint he was better. He was dismissed 
and continued to take vaccine at home for 
the chronic ulcerative colitis. He stated 


that as long as he took the vaccine he re- 
mained well. 

In the first part of January, 1927, trouble 
returned with ten to twelve blood-streaked 
stools, and coincident with the recurrence of 
colitis was an acute flare-up of arthritis. 
The patient wrote for more vaccine and 
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after taking it a month said that all his 
symptoms again had subsided. However, a 
month before his return on April 11, 1927, 
symptoms recurred. On admission he made 
the statement that when he did not have 
colitis, he did not have arthritis, and that 
with an upset of the bowels, the arthritis 
recurred. The treatment formerly given 
was resumed and two weeks after its insti- 
tution he again was dismissed very much 
improved; he was passing only two stools 
a day and the symptoms of arthritis were 
very mild. 

The next admission was June 13, 1928. 
At this time the colitis had recurred with 
twelve to fifteen bloody stools a day but 
without an exacerbation of arthritis. Dur- 
ing the patient’s last period in the hospital 
he was given the concentrated chronic ul- 
cerative colitis serum, described elsewhere,” 
and since his dismissal, August 24, 1928, he 
has improved steadily. 

The interesting point in this case is the 
apparent close relation between the arthritis 
and the colitis, without any other apparent 
or demonstrable focus. 


Case 4, perirectal abscess—A man aged 
fifty-eight years came to the clinic May 27, 
1927, with a history of bloody diarrhea of 
one year’s duration. He had been in hos- 
pital elsewhere for five weeks and stated 
that daily examinations of the stool had not 
revealed parasites or ova. In spite of this 
he was given intensive treatment for amebic 
infection. 

On admission he was having about one 
stool every hour of the twenty-four, with 
blood, mucus and pus. His weight was 152 
pounds. Hemoglobin was 64 per cent, 
erythrocytes numbered 3,860,000 and leuko- 
cytes 7,800 in a cubic millimeter of blood. 
Of the leukocytes 80 per cent were poly- 
morphonuclear neutrophiles. The Wasser- 
mann reaction on the blood was negative. 
Three examinations of the stool were nega- 
tive for parasites, ova and acid-fast bacilli. 
The tonsils were infected and two dental 
roots had periapical infection. The procto- 
scopic examination revealed chronic ulcer- 
ative colitis, graded about 2. The diplostrep- 
tococcus of chronic ulcerative colitis was 
isolated from the rectal ulcers and the pa- 
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tient was given vaccine subcutaneously. By 
June 18, he had made definite improvement ; 
he had gained some weight, and stools had 
been reduced to nine in twenty-four hours. 
He was dismissed and was advised to con- 
tinue the vaccine. His improvement was 
steady until the middle of November, 1927. 
During his stay at home two abscessed teeth 
were removed. Nine days before readmis- 
sion December 20 he had pain around the 
anus, due to what he thought was a boil 
on one side of the rectum. This was lanced 
before his return to the clinic and at least 
180 c.c. of pus was drained from it. There- 
after the perirectal pain had been very 
severe. On admission he had an acute 
exacerbation of chronic ulcerative colitis 
with a huge, severe perirectal abscess. The 
temperature was 102.5°. The hemoglobin 
was 58 per cent; erythrocytes numbered 
3,360,000 and leukocytes 12,100 in each cubic 
millimeter of blood. Sixty per cent of the 
leukocytes were polymorphonuclear neutro- 
philes. Continuous hot dressings were ap- 
plied to the rectum. December 22, a large 
perirectal abscess was drained and the cul- 
ture obtained revealed the diplostreptococcus 
of chronic ulcerative colitis. From this a 
fresh vaccine was prepared. Following the 
drainage a fistulous tract developed through 
the abscess into the rectum. By January 14, 
inflammation had subsided and bowel move- 
ments had been reduced from a maximum 
of eighteen in twenty-four hours to six. 
Again he was dismissed. Improvement was 
steady. He returned for reexamination 
September 4, at which time the proctoscope 
revealed the mucosa still granular; the sinus 
tract had practically healed. January 3, 1927, 
tonsillectomy was done without incident. His 
weight at this time was 167 pounds and 
he was averaging three to four daily bowel 
movements and he felt well. 


Case 5, nephritis and nephrosis—A man, 
aged thirty-two years came to the clinic 
April 12, 1928, with a history of bloody 
dysentery of ten years’ duration. His trou- 
ble had begun with bloody bowel move- 
ments and severe abdominal cramps after 
six months’ service in the United States 
Navy. During the first three or four months 
of his trouble his weight had fallen from 
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140 to 90 pounds. He was not sure of 
the exact number of bowel movements but 
frequently they were as often as once an 
hour, day and night. Appendicostomy had 
been done—after he had been sick about six 
months and irrigations of ichthyol were 
given through the appendicostomy opening. 
In three or four months he had been free 
later his trouble 

similar to the 


of symptoms. A 
had 
former onset. 
the summer of 


year 
recurred in a way 
It had been mild then until 
1921 when the bloody 
diarrhea had become worse. Cecostomy had 
been done but improvement had not fol- 
lowed and the cecostomy opening had been 
closed. A year later colostomy had been 
done but the opening had been closed fifteen 
months later. Progress had not been satis- 
factory; therefore colostomy had been done 
a second time. In January, 1927, a course 
of medication had been begun, but improve- 
ment had not resulted. 

The patient’s symptoms continued and on 
admission to the clinic April 12, 1928, he 


gave a history of progressive increasing 
bloody discharges for which he had had 
ten major surgical procedures. He pre- 


sented himself with a malfunctioning cecos- 
tomy opening and much dehydration, con- 
tinuous vomiting and symptoms of intestinal 
obstruction. After intravenous administra- 
tion of glucose and withholding of food by 
mouth, his condition improved markedly. 
The obstruction relieved itself and his prog- 
ress was such that examinations concerning 
the nature of the disease could be instituted. 
At this time albuminuria was graded 3, 
hyaline casts 2, granular casts 3, and pus I. 
The blood urea was 114 mg. for each 100 
c.c.; the blood chlorides, 543. Hemoglobin 
was 46 per erythrocytes numbered 
3,030,000 and leukocytes 6,700 in each cubic 
millimeter of blood. Of the leukocytes 49 
per cent were polymorphonuclear neutro- 
Systolic blood pressure was 140, the 
In the ensuing fifteen days, 
progress was very satisfactory. The blood 
urea was reduced to 33 mg. for each 100 
c.c.. and the weight rose from 117 to 129 
pounds as diet was increased. The com- 
bined phenolsulphonephthalein test of renal 


cent, 


philes. 
diastolic 8o. 


function gave a 15 per cent return of the 
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dye injected April 13, 18 and 25, respec- 
tively. Repeated examinations of stools re- 
vealed large amounts of pus and blood but 
no parasites or ova. Seven urinalyses in 
twelve days gave essentially the same re- 
sults as those noted on admission except 
that in some of the specimens there was 
a slight reduction in the number of casts 
and erythrocytes. With the proctoscope, it 
was seen April 14 that the bowel was con- 
tracted to about a third of its normal diam- 
eter and that there was much scarring and 
that bleeding was induced with slight 
trauma. A diagnosis of chronic ulcerative 
colitis, grade 2, was made. The roentgeno- 


gram showed involvement of the entire 


colon, with very marked contraction and 
narrowing, and at many places the lumen 
was only a few millimeters in diameter. 
Vaccine was given subcutaneously for two 
months. The patient’s condition improved 
markedly and there was marked lessening 
of the rectal discharges. Examination of 
the blood June 11 revealed hemoglobin of 
67 per cent; erythrocytes numbered 4,320,000 
and leukocytes 8,500 in each cubic millimeter 
of blood. Because of the recurrent attacks 
of obstruction at the site of the cecostomy 
and because it seemed hardly possible that 
the colon ever would assume a useful func- 
tion, ileostomy was done, June 19, 1928. 
The postoperative course for the first seven- 
teen days was uneventful. At this time 
the output of urine decreased and repeated 
examinations of the urine showed albu- 
minuria graded 4, hyaline casts 4, granular 
casts 3, erythrocytes between 1 and 2 and 
pus between 1 and 2. Blood urea July 13, 
the day it was at its maximum, was I81 
mg. for each 100 c.c. The chlorides were 
reduced to 417 and the carbon dioxide com- 
bining power to 46 volumes per cent. Glu- 
cose was administered and by July 28 the 
blood urea had dropped to 82 mg. Progress 
of the patient after that was continuous, 
and by August 22, the time of dismissal, 
the blood urea had been reduced to 43 mg. 
for each 100 c.c., and creatinine to 3 mg. 
The patient’s general condition seemed good. 
He was on a limited intake of fluid. His 
bowels seemed to be in good condition; 
there was very litte discharge and only an 


occasional trace of blood. He was gaining 
weight. A report in November stated that 
he had returned to work. 


Case 6, endocarditis—A man aged fifty 
years came to the clinic January 24, 1925, 
with a history of severe bloody diarrhea of 
four months’ duration. It was found that 
in his early childhood he had had attacks 
of diarrhea that had come on about every 
six months. During this time he would 
have three to seven stools daily. 

At the time of proctoscopic examination 
chronic ulcerative colitis was noted. By 
roentgenogram this was found to involve the 
entire colon. Roentgenograms of the stom- 
ach and chest were negative. Hemoglobin 
was 68 per cent, erythrocytes numbered 
3,610,000 and leukocytes 8,100 in each cubic 
millimeter of blood. The blood urea on 
two examinations was, respectively, 20 and 


14 mg. The Wassermann reaction on the 


blood was negative. The blood pressure 
was 86 systolic and the diastolic pressure 
was not satisfactorily obtainable. The 
course of the patient while in the hospital 
was progressively downward and he died, 
February 14, 1925. 

Postmortem examination revealed: (1) 
chronic ulcerative colitis; (2) chronic mitral 
endocarditis with an acute exacerbation, and 
(3) infarcts in both kidneys. 


Case 7, splenomegaly.—A boy aged fifteen 
years came to the clinic in June, 1928, with 
a history of bloody dysentery of four years’ 
duration. He had passed about twelve stools 
daily; some days he would have as many 
as fifteen. Two years previous to his 
coming to the clinic, his home physician had 
found that he had had a large liver. 

The patient was anemic, and appeared 
slightly yellow. His usual weight of 117 
pounds was reduced to 102 pounds. Systolic 
blood pressre was 114 and diastolic 82. 
The pulse rate was 82 and the temperature 
99.2° in the afternoon. In the upper leit 
portion of the abdomen a large, movable, 
firm mass, thought to be the spleen, was 
palpable. The hemoglobin was 40 per cent; 
erythrocytes numbered 3,390,000, and leuko- 
cytes 7,200 in each cubic millimeter. Of the 
leukocytes 69.5 per cent were polymorphonu- 
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clear neutrophiles. Urinalysis gave essen- 


tially negative results. Parasites, ova or 
acid-fast bacilli were not found in the 
stools. The Wassermann reaction on the 


blood was negative. Acid-fast bacilli were 
not obtained from the ulcers in the rectum. 
The serum bilirubin, prothrombin time and 
fragility tests were negative. The tonsils 
were infected and one tooth had periapical 
infection. Roentgenograms of the colon 
following barium enema showed the deform- 
ity characteristic of chronic ulcerative 
colitis of the entire colon. The 
scopic examination also revealed 
ulcerative colitis, graded 2, with an annular 
than I cm. in width, 7 cm. 
from the anus. The advisability of 
splenectomy was discussed, but it 
thought best to treat the severe colitis first 
and observe the effect on the spleen. The 
patient did not improve satisfactorily on 
the usual treatment and August 9 he expe- 
rienced acute pain in the left lower portion 
of the abdomen with increased bleeding by 
rectum, and examination revealed a sausage- 
shaped mass in the left lower quadrant 
along the line of the colon. It was noticed 
at this time that the spleen had 
reduced to at least half of its size on admis 
A diagnosis of subacute perforation 
was made and operation was advised. Au- 
gust 12 ileostomy was performed. After 
a stormy course the patient died, August 17 

On postmortem examination, the follow 
ing were found: generalized peritonitis, 
weight of spleen 537 gm., weight of liver 
increased to 1,185 gm. by hypertrophic ju- 
venile cirrhosis, and a perisigmoidal inflam- 
matory mass with extensive chronic ulcer- 


procto- 
chronic 


stricture less 


was 


become 


sion. 


ative colitis. 


Case 8, ocular inflammation—A man aged 
fifty-two years came to the clinic in Novem- 
ber, 1928, with a history of intermittent 
attacks of diarrhea associated with passage 
of blood, pus and mucus. This condition 
had endured since August, 1920. It had 
begun with four or five loose stools daily 
and the condition had grown progressively 
worse until, in October, 1920, he had been 
hospitalized and treated with irrigations of 
silver nitrate and a very limited diet. At 
examination and 


this time a proctoscopic 
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colon resulted in a 
colitis. Repeated 
stools failed to reveal 
amebae or bacilli of tuberculosis. The pa- 
tient gradually improved and by the first of 
the following year seemed well and remained 
free from bowel trouble until August, 1922. 
The trouble increased so that December 18, 
1922, cecostomy was done, followed by irri- 


roentgenogram of the 
diagnosis of ulcerative 


examinations of 


gations with silver nitrate through the 
cecostomy opening. The symptoms were re- 
lieved in about three months, and _ the 
cecostomy opening closed spontaneously. 


Following repeated recurrences of the trou- 
ble the worst attack had started in August, 
1928, with three to five loose stools which 
had contained pus, blood and mucus. The 
condition had become rapidly worse, and in 
October the bowel movements had averaged 
in twenty-four hours twenty loose rectal dis 
charges containing blood and pus. There 
had been marked tenesmus and daily fever. 
Examination in New show! 
a granular, ulcerated, bleeding mucosa in 
Parasites 
stools 


Orleans had 


volving the sigmoid and rectum. 
or ova had not been found in the 
A diagnosis of ulcerative colitis had 
made and local irrigation had been begun. 


The without im 
provement. 
gations he had lost 20 pounds in weight and 


November 13 he had noticed a tender place 
which 


been 


symptoms had continued 


During the month of local irri 


near the rectum, the tenderness ot 
had increased hourly. 

On admission to the clinic November 16, 
1928, the patient was acutely ill and entered 
the hospital with a temperature of 103°, and 


a rapid pulse. To the right of the rectum 


was an acutely rupture ot 


abscess, 


There were many 


tender 
which seemed imminent. 
rectal discharges containing pus and blood 


every twenty-four hours. Proctoscopic ex 
amination resulted in a diagnosis of severe, 
extensive ulcerative colitis, with an activity 


of about 2+, and an acute perirectal abscess 


just anterior to the anus. At this time his 
seemed favorable tor 


blood 


systolic and 80 diastolic 


condition 
The 


general 
treatment pressure was I15 


and the pulse rate 


was 90 Leukocytes in each cubic milli- 
meter numbered 15,200 of which 86 per cent 
were poivmorp nucieal eu A i 
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blood urea was 28 mg. in each 100 c.c. It 
seemed obvious that there were two condi- 
tions to treat, an acute perirectal abscess 
and severe chronic ulcerative colitis. Local 
application of heat to the rectum and deep 
injection of the concentrated serum into the 
muscles were begun. The abscess opened 
spontaneously on the third day of his stay 
in the hospital and following this there 
was much drainage of purulent material 
from the rectum and the abscess cavity. 
Examinations of the stools and drainage ma- 
terial for parasites and acid-fast bacilli were 
negative but culture of each yielded the 
usual diplostreptococcus found in patients 
with chronic ulcerative colitis. 

Three weeks after admission acute redness 
and swelling of the left eye developed. In 
consultation with the ophthalmologist a diag- 
nosis of marginal keratitis and acute iritis 
was made. Treatment of this was insti- 
tuted at once. The patient recalled at this 
time that he had had a similar condition 
with the former upset of the bowels in 
1922. Because of the acute condition of 
the bowels, it did not seem advisable to 
make a roentgenogram of the colon until 
December 1. When made, however, it 
showed subacute ulcerative colitis of the 
entire colon. The patient’s progress was 
slow but progressive. Fifty-two days after 
admission he was dismissed; the abscess was 
practically healed and two to four formed 
stools without blood were being passed daily. 
He was advised to return for observation 
in about six months. 


Case 9, fatal hemorrhage—A man aged 
thirty-nine years came to the clinic, January 
19, 1922, complaining of intermittent diar- 
rhea which had persisted over a period of 
twenty-five years. He had been at The 
Mayo Clinic in 1902, at which time he 
had been given some medicine which had 
not relieved him. He was having between 
three and five fluid, light-colored, frothy 
and blood-streaked stools a day. Since 1900, 
he had been confined to bed for from two 
to six weeks with each of three severe 
attacks of diarrhea; during these attacks 
he became weak, emaciated, and could not 
work for months afterward. In the last 
few years he had become worse and he had 
had difficulty in controlling the bowels. 


There had been much tenesmus, backache, 
and pain in the rectum. Herpes labialis 
with sores inside the mouth often had ac- 
companied the attacks. He did not remem- 
ber having had fever, chills or sweats. There 
had been much accumulation of gas and 
occasional emesis. 

The patient was fairly well nourished 
and weighed 138 pounds. The systolic blood 
pressure was 100, and the diastolic 60. The 
temperature was 98.4° at 9:30 a.m. There 
was slight tenderness of the lower portion 
of the abdomen and the sphincter ani was 
practically functionless. At this time total 
gastric acids were 70 and free hydrochloric 
acid was 50. The hemoglobin was 60 per 
cent; leukocytes numbered 8,300 and 
erythrocytes 3,710,000 in each cubic milli- 
meter. The roentgenogram showed that 
chronic ulcerative colitis involved the entire 
colon. The roentgenogram of the chest was 
negative. Proctoscopic examination revealed 
chronic ulcerative colitis and rectal stric- 
ture; the latter was about 4 cm. above the 
anus and was I to 2 cm. wide. 


Treatment consisted of irrigations with 
hot physiologic solution of sodium chloride, 
instillations of olive oil and bismuth, a 
rather generous diet, oxyquinolin sulphate 
(chinosol), instillations of witch hazel and 
benetol, and emetin hypodermically. 

The patient was dismissed February 20, 
1922, somewhat improved, and returned two 
years later, at which time he said the diar- 
rhea had continued without much change, 
the bowel movements varying between six 
and twelve in twenty-four hours. He com- 
plained again about stabbing pains at the 
costal margin posteriorly. These had be- 
come much more severe since he had been 
in the clinic last and they continued for an 
hour or so at a time. The pains would 
come on suddenly, reached their maximum 
in thirty minutes, continued steadily and in- 
tensely and were so severe that he would 
roll on the floor with pain. His family 
and his physician said he was jaundiced 
after one of these attacks. 

At examination hemoglobin was 25 per 
cent; erythrocytes numbered 2,300,000 and 
leukocytes 6,300 in each cubic millimeter. 
Polymorphonuclear neutrophiles were 64 per 
cent. Coagulation time was ten minutes 
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Chronic Ulcerative Colitis 


and bleeding time one minute. The patient 
belonged to blood group 4. Calcium coagu- 
lation time was nine minutes. The Wasser- 
mann reaction on the blood was negative. 
The tonsils were infected. The roentgeno- 
gram of the colon revealed chronic ulcer- 
ative colitis and stricture of the sigmoid. 
February 27 and March 4 and 11, respec- 
tively, he was given three blood transfusions 
and March 17 a permanent ileostomy of the 
modified Brown type was made. Post- 
operative progress was not satisfactory. 
There was a gradual rise in fever, increased 
weakness and a feeling of exhaustion. He 
died March 22, 1924, at which time the 
colon was filled with blood (2,000 c.c.) and 
there was also terminal peritonitis. 


Case 10, renal calculi—A woman aged 
nineteen came to the clinic in October, 1920, 
with a history of bloody dysentery of three 
years’ duration. The first attack lasted five 
months with a maximum of twelve stools 
in twenty-four hours. She had a remission 
of about one month after which the trouble 
recurred. Her condition was worse during 
the winter. Increase in the number of 
stools and cramps often occurred during the 
night. She passed blood, mucus, pus and 
loose stools even when she was at her best, 
and during the three years the smallest 
number of stools had been three to four a 
day. During the winter previous to ad- 
mission she had had much trouble with 
arthritis ; the joints affected included ankles, 
elbows and knees, which had been swollen, 
stiff and very tender. At this time she had 
first had spells of pain in the right loin, so 
severe that her face would be drawn and 
she would talk incoherently. These attacks 
would last one to two hours. 

On admission she was having about twelve 
stools in twenty-four hours. She was thin, 
emaciated, anemic and had lost 35 pounds 
in weight in the three years. The hemo- 
globin was 36 per cent; erythrocytes num- 
bered 3,850,000 and leukocytes 17,600 in 
each cubic millimeter. Except for a trace 
of albumin, a few erythrocytes and 10 to 25 
pus cells in each high powered field, urinal- 
Parasites, ova or acid- 
found in the stools 
Proctoscopic ex- 


ysis was negative. 
fast bacilli were not 
on repeated examination. 


amination revealed chronic ulcerative colitis 
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with the lumen of the bowel reduced to a 
fifth the usual dimension, and marked ac- 
tivity of the process. Because of the marked 
narrowing of the and the history 
of continued trouble, ileostomy of the modi- 
fied Brown type done November 3, 
1920. The postoperative course was un- 
eventful and the patient got along well with 
the ileostomy opening. She returned to the 
clinic in November, 1925; she had gained 10 
pounds in weight, in general felt well and 
hoped that she might have the ileostomy 
opening closed. She said, that a year after 
leaving the clinic she had had an acute 
flare-up of arthritis and that most of the 
joints had been involved. There had been 
frequent flare-ups of the colonic condition, 
with blood, mucus, and pus discharging 
from the rectum. There had not been any 
more attacks of the severe pain in the 
right side, but there had been spells of fre- 
burning on urination without 


bowel 


was 


quency and 
hematuria. 

In four examinations of urine on as many 
days albuminuria was graded 3, erythrocytes 
3, and pus 4. Two of these specimens were 
obtained by catheterization. Test of renal 
function gave a return of 40 per cent of 
the dye injected. Several urinalyses were 
negative for acid fast bacilli. Infected ton- 
sils were removed September 7. Roentgeno- 
grams of the kidneys showed the presence 
of huge, bilateral renal stones. At this 
time it was noted also that the patient had 
papular cutaneous lesions of the extremities 
and hips. These had appeared in three 
attacks with exacerbations of the colitis. 
The lesions were papulonecrotic tuberculids. 

In summary, then, the patient had exten- 
sive, chronic ulcerative colitis with rectal 
stricture, arthritis, bilateral renal stones and 
papulonecrotic tuberculids. Her general 
condition seemed fairly good, and the treat- 
ment consisted of a series of injections of 
neo-arsphenamine, vaccine subcutaneously, 
and symptomatic relief of the symptoms re- 
ferable to the bladder. The last 


from her, in 1928, showed that her condition 


report 


had continued about the same. 


Case 11, mesenteric thrombosis—A girl 
aged fifteen years came to the clinic early 
in February, 1923, with a history of dysen- 


tery of one and a half years’ duration. 
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The trouble had started after a camping 
trip and she had suffered from what seemed 
to be ordinary “summer complaint,” but the 
condition had continued. There had been 
six daily stools with mucus, but without 
blood and pain. There had been a gradual 
increase in the trouble until she had had 
eight to nine stools a day containing mucus 
and blood. Reclining had not affected the 
frequency of the stools. Various medicines 
used had given slight, if any, temporary 
relief. Diet did not have any appreciable 
effect on the symptoms. She had lost about 
6 pounds in weight and on admission 
weighed 99 pounds. 

The blood count was essentially normal 
except that leukocytes numbered 10,000 in 
each cubic millimeter. A roentgenogram of 
the chest was negative and that of the colon 
showed the deformity of chronic ulcerative 
colitis. Repeated examinations of the stools 
were negative for parasites, ova and acid- 
fast bacilli. The proctoscopic examination 
revealed chronic ulcertative colitis with an 
activity of 3 on a basis of 4. A special 
examination of the heart was made. Med- 
ical management with local irrigations and 
tincture of iodine by mouth did not give 
apparent relief; in fact the patient seemed 
to be worse at the end of a month’s treat- 
ment. Appendicostomy was done March 5, 
1923, and about two-thirds of the appendix 
was removed. The patient’s postoperative 
progress was only fair at first and later 
there was progressive failure. She died 
April 19, 1923. 

The postmortem diagnosis was chronic 
ulcerative colitis of the entire colon, with 
anemia and acute enteritis of the terminal 


ileum, emaciation, graded 3, and extensive 
intra-abdominal venous thrombosis. 


DIscUSSION 

Chronic ulcerative colitis is a serious 
infection of the colon. Its early diag- 
nosis is imperative. This means care- 
ful examination of stools for parasites 
and unusual bacteria, observation of 
the stools for blood, mucus, and pus, 
careful consideration of the time of 
passage of stools and the conditions 
of tenesmus, urgency, and pain with 
evacuation of the bowels. Passage of 
blood, mucus and pus by rectum is 
unnatural. Careful inquiry into condi- 
tions which existed early in the period 
over which blood, mucus and pus were 
observed in the stool usually gives 
definite and important diagnostic data. 

Proctoscopic examination should be 
employed in all cases of diarrhea, of 
discharge of blood, mucus, or pus by 
rectum, or of any rectal bleeding. 

A roentgenogram of the colon after 
barium enema is the next most valu- 
able diagnostic aid. 

Finally, the importance of taking a 
careful history in all cases suggesting 
colonic disease stands out as the most 
important diagnostic aid. 

With early diagnosis early treatment 
can be instituted and many of the se- 
rious complications can be avoided. 
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Atypical Clinical Forms of Trichiniasis*t 


By Lewis A. Conner, New York 


RICHINIASIS in this country 

is far from being a rare disease, 

yet it seems not to have estab- 
lished itself in the mind of the average 
practitioner as one of those diseases to 
be thought of and watched for. For 
this attitude there are doubtless many 
reasons, but one of these seems to be 
the fact that there still exists the feel- 
ing, carried over from the early writ- 
ings upon the subject, that trichiniasis 
occurs usually in the form of epi- 
demics ; whereas in point of fact most 
of the cases met with occur either as 
sporadic isolated examples or in groups 
of only two or three. 


Another of the reasons for the com- 
mon failure to recognize the disease 
lies in the fact that trichiniasis pre- 
sents a clinical picture of much greater 
variability than is the case of most 
specific infectious diseases. 

It is the purpose of this discussion 
to call attention to some of the many 
variations from the conventional and 
readily recognizable clinical picture. 
These variations have long been known 
and are referred to in most text book 
articles on the subject, notably in the 





*With the kind permission of col- 
league Dr. W. R. Williams I have included 
with my own those cases that have occurred 
upon his service. 

7Presented at the Boston meeting of the 
American College of Physicians, April 9, 


1929. 


my 


admirable review of the subject by, 
George Blumer,’ but they seem suf 
ficiently important to justify their fur- 
ther consideration. 

During the past 15 years there have 
been treated in the medical wards of 
the New York Hospital 52 patients 
in whom the diagnosis of trichiniasis 
It is interesting to note 
that 47 of these cases occurred as iso- 
lated instances of the disease and that 
no history of others having been in- 
fected could be obtained. Of the re 
maining five patients three were mem- 


was made.* 


bers of one family and two were 
young lived together. 
Among such sporadic cases the graver 
types of the disease seem much rarer 
than is usually the case in the larger 
No deaths occurred among 


women who 


epidemics. 
the 52 patients referred to. 

Before discussing the atypical clini- 
cal trichiniasis it will be 
necessary to review briefly the usual 


forms of 
clinical picture. 

The resemblance of the average case 
to that of a mild or moderately severe 
case of typhoid fever has often been 
pointed out. There is usually a fairly 
abrupt onset, with fever, headache and 
malaise, and either with or without 
gastro-intestinal symptoms. The febrile 
period may last from a week or ten 
days to several weeks, the fever usu- 


ally ranging fairly high and falling 
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by lysis. The prominence of muscular 
pain and soreness as a symptom varies 
greatly. Such pain and stiffness may 
be conspicuous and protracted, may be 
widely distributed or limited to special 
groups of muscles, or may be almost 
entirely wanting. Subcutaneous edema 
is a common and important early 
symptom that is usually fleeting and 
is often only recognizable about the 
eyelids and face. It is by no means 
always present however even in the 
early days. Cough, sweating and in- 
jection of the conjunctivae are among 
the common symptoms. The spleen 
ordinarily is not palpable. One of the 
most important diagnostic features of 
the disease is the early and marked 
increase in the eosinophile leukocytes, 
associated usually with some degree of 
leukocytosis. 

With this brief description of the 
usual, conventional clinical picture we 
may now turn to a consideration of 
the unusual clinical types. 


ATYPICAL CLINICAL ForMS 


In general it may be said that no 
one of the above-named symptoms is 
essential or constantly present, and 
that any one or several of them may 
be lacking, or at least may be so incon- 
spicuous as to pass unnoticed. 


Cases Without Fever—Although 
fever of some degree is perhaps the 
most constant of all the symptoms the 
almost complete absence of fever is 
seen in two types of cases, (1) those 
extremely mild or symptomless cases 
seen among the members of an in- 
fected family, which are recognizable 
only by the characteristic changes in 
the blood picture, and (2) cases with a 
very protracted course in which the 


chief symptom is localized pain or 
soreness. In some of these, by careful 
questioning, a history of an onset with 
mild fever and malaise may be ob- 
tained but in other instances the diag- 
nosis may have to rest only on the 
history of an initial edema of the face, 
the presence of the characteristic high 
eosinophilia and, perhaps, the demon- 
stration of the parasites in the excised 
muscle. 

Occasionally after an initial gastro- 
intestinal attack there may be an in- 
terval of several weeks with little or 
no fever before a period of continued 
fever ensues. 


Cases With No, or With Only Very 
Late, Eosinophilia.—The constant pres- 
ence of a high proportion of eosino- 
philic leukocytes in the blood has come 
to be looked upon as so essential to the 
diagnosis of trichiniasis that the ab- 
sence of such an eosinophilia is apt 
to be regarded as sufficient ground for 
the rejection of this diagnosis. In 
general such an attitude is justified, 
but it must be emphasized that this 
rule of a high eosinophilia is by no 
means absolute. Bartlett* records an 
interesting case, fatal after seven 
weeks of illness, in which, although 
there was a leukocytosis of from 
19,000 to 20,000, the eosinophiles did 
not rise above one per cent. The diag- 
nosis was confirmed by autopsy and a 
histological study of the inflamed 
muscle showed round-celled infiltra- 
tion composed of polymorphonuclear 
neutrophiles and small mononuclears, 
with only an occasional eosinophile 
cell. Similar fatal cases without 
eosinophilia are reported by Howard’ 
and by Maase and Zondek.* Such an 
absence of eosinophilia throughout the 
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entire course of the disease seems 
however to be very rare. Of more 
frequent occurrence is the failure of 
the eosinophiles to appear until several 
weeks after the onset of the illness. 

Gregg’ cites the case of a boy of 11 
years, severely ill and suspected of 
having typhoid fever, who showed no 
eosinophile cells until more than three 
weeks after the onset. Several days 
before the appearance of an eosin- 
ophilia a piece of excised muscle had 
shown the presence of many of the 
parasites. Cabot* refers to a case in 
which there was absence of eosin- 
ophilia during the first ten days of 
illness. 

A woman on the service of my 
colleague, Dr. W. R. Williams, ran a 
febrile course, with edema of the face 
and legs, for six weeks before the ad- 
vent of an eosinophilia. Several days 
before this occurred the excised muscle 
had revealed the presence of trichi- 
nellae. 


Case /1—Among my own cases is 
that of an Italian boy of 11 years who, 
after an illness of three weeks, was 
referred to the hospital with the diag- 
nosis of acute nephritis. He had had 
continuous slight fever, vomiting, lum- 
bar pain and profuse sweating, as well 
as a marked subcutaneous edema 
which at the time of admission to the 
hospital was especially pronounced 
about the face and eyes. The urine 
however showed only a trace of 
albumin and a rare granular cast and 
various renal function tests yielded 
fairly normal results. In spite of the 
fact that the blood showed no eosin- 
ophiles whatever it seemed probable 
that the case was one of trichiniasis 
and frequent blood examinations were 


made. Five days after admission, 
among 7,200 white cells, there were 
three per cent of eosinophiles. This 
count remained unchanged until nine 
days later (i.e. five weeks after the 
onset) when the percentage of eosin- 
ophiles suddenly rose to 28. By that 
time most of the symptoms were sub- 
siding. Ultimately the eosinophiles 
reached 36 per cent of a total leukocyte 
count of 16,000. A biopsy revealed 
many encysted larvae. 

From the instances cited above it is 
clear therefor that even so character- 
istic and constant a symptom as 
eosinophilia may occasionally be lack- 
ing entirely or may appear only several 
weeks after the onset of the acute 
symptoms. 


Cases Showing a Positive Widal 
Reaction.—The close resemblance of 
the clinical picture of many cases of 
trichiniasis to that of typhoid fever 
has already been referred to. This 
resemblance is usually confined to the 
general course of the fever and to the 
associated constitutional symptoms. 
Occasionally the similarity is made 
closer by the presence of a splenic 
tumor and of a scanty eruption over 
the trunk which bears some resem- 
blance to the rose-spots of typhoid 
fever. In rare instances however the 
resemblance becomes even more con- 
fusing because of the presence of a 
positive Widal reaction. 


Case I].—A man, aged 42 years, 
was admitted to the First Medical 
Division of the New York Hospital 
after six weeks of illness beginning 
abruptly with headache, nausea and 
dizziness. This onset was followed by 
a diarrhea lasting a week or ten days 
and by muscular pains and great weak- 








ness. He had noticed no swelling of 
the face or eyes and thought he had 
had no fever. His temperature, on 
admission, was 102° and he continued 
to have a moderate fever for three 
weeks. The spleen was not palpable 
but over the abdomen were several 
small pinkish spots resembling rose- 
spots. The blood showed a leukocy- 
tosis and the eosinophile cells, which 
at first were only three per cent of 
the total, gradually increased to 43 
per cent. Repeated Widal tests al- 
ways gave a strongly positive Widal 
reaction and at one time complete ag- 
glutination was obtained in a dilution 
of 1 to 2,560. Agglutination tests with 
B. paratyphosus A and B, with B. coli 
and with B. dysenteriae were all nega- 
tive. Many fruitless efforts were 
made to recover B. typhosus from 
cultures of the blood, stools and urine, 
and of bile obtained from the duo- 
denum. Trichinella larvae were dem- 
onstrated in muscle obtained from the 
lower end of the biceps. 

If this case were considered alone 
one might be inclined to feel that, in 
spite of the many unsuccessful efforts 
to prove the existence of typhoid 
fever, an infection with B. Typhosus 
must have been present along with the 
trichiniasis; but the case does not 
stand alone. Maase and Zondek* have 
reported three typical and fatal cases 
of trichiniasis in each of which the 
Widal reaction was positive in a dilu- 
tion of 1 to 400, and in each of which 
the autopsy proved the existence of 
trichiniasis and the absence of typhoid 
fever. They note, however, that in 


spite of the strongly positive reaction 
to the Widal test, the response to 
Ficker’s modification of that test (with 
dead bacilli) was negative. 


None of 
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the patients had ever received prophy- 
lactic vaccination against typhoid. 

In a second case of proved trichin- 
iasis in the New York Hospital series 
(from the service of Dr. Williams) 
the first two Widal tests were nega- 
tive, a third was definitely positive and 
a fourth, ten days later, was again 
negative. 

There can be no doubt, therefore, 
that for some reason quite unknown, 
the serum of a trichiniasis patient may 
occasionally cause agglutination of ty- 
phoid bacilli even in high dilutions. 


Cases Resembling Acute Nephritis.— 
In no symptom is there greater varia- 
tion to be found than in that of the 
degree of subcutaneous edema present. 
Such edema may be lacking entirely 
or may amount to general anasarca. 
It usually appears first, and is most 
pronounced, about the eyes and face. 

It is not surprising therefore that 
the rapid development of a generalized 
edema in an acutely ill patient should 
at first suggest acute nephritis. 
Throughout the literature of trichin- 
iasis are frequent references to cases 
with pronounced and generalized sub- 
cutaneous edema. Cabot® speaks of a 
case in which there was not only gen- 
eral anasarca but dropsy of all the 
serous cavities as well. Case I fur- 
nishes a good example of this clinical 
type, in which the true diagnosis was 
further obscured by the fact that no 
eosinophilia appeared until five weeks 
after the onset of the illness. 


Cases Simulating Meningitis.—J. 
Meyer reports three cases of trichi- 
niasis, occurring in children of 6, 8 and 
12 years respectively, which upon ad- 
mission to the Cook County Hospital 
were sent to the Contagious Wards, 
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with the diagnosis of epidemic menin- 
gitis. In the most striking case there 
were delirium, marked irritability, pho- 
tophobia, rigidity of the neck, a 
strongly positve Kernig’s sign and ab- 
sent knee jerks. In all of the cases, 
however, the spinal fluid was clear and 
had the characteristics of that of 
anterior poliomyelitis rather than of 
meningitis. The cells were increased 
to from 40-240 per c._m.m. In one 
case the trichinella larvae were recov- 
ered from the spinal fluid. In the 
case of Van Cott and Lintz,* in which 
recovery of the parasites from the 
spinal fluid is recorded for the first 
time, the patient had pronounced 
meningeal symptoms and a_ similar 
case is cited by McDonald and Wad- 
dell.® In the reports of several of 
the early writers emphasis is laid upon 
the frequency with which a positive 
Kernig sign and rigidity of the mus- 
cles of the neck are found in this dis- 
ease. 


Cases with Conspicuous Throat 
Symptoms.—Even in the early great 
epidemics in Germany it was noted 
that throat symptoms were sometimes 
very pronounced and that the laryn- 
geal and throat muscles were apt to 
contain great numbers of trichina 





larvae. 

Mackenty”® has reported a series of 
three cases, infected at the same time, 
in which there were alarming symp- 
toms of laryngeal obstruction. In the 
most striking case, a woman 60 years 
old, the patient was found propped up 
in bed, cyanotic and struggling for 
breath, with inspiratory stridor and a 
rapid, feeble pulse. Examination 
Showed edema of the soft palate and 
of the lateral pharyngeal walls, ex- 


tending over the epiglottis and obscur- 
ing the parts below. In addition there 
were pain and stiffness of the neck, 
jaws, face and tongue. The onset had 
occurred one week before, with fever, 
malaise, intense headache, diarrhea, 
muscular pains and severe, dry cough. 
The edema of the glottis subsided 
within three or four days and the diag- 
nosis was established by a high eosin- 
ophila in all of the cases. 


Cases Simulating Frontal Sinusitis. 
—Edema about the eyes, injection of 
the conjunctivae and soreness and pain 
on movement of the eyeballs are so 
common as to belong among the usual 
symptoms of the disease, but occa- 
sionally these eye symptoms may be so 
prominent as to dominate the clinical 
picture. E. L. Pratt"? has recorded 
three cases in each of which the pa- 
tient was referred to the rhinologist 
because of a suspected frontal sinus- 
itis. There was edema of both eyes, 
but the chief complaint was severe 
pain over one frontal region. The 
absence of definite signs of sinusitis, 
together with edema of the eyes and 
the finding of a high eosinophilia led 
to the correct diagnosis. Thomas and 
Cooper’ report the somewhat similar 
case of a man, ill for three weeks with 
fever, muscular pain and _ soreness, 
who developed great edema of the 
eyelids and complained of such severe 
frontal pain as to require morphine. 
Orbital abscess and empyema of the 
sphenoidal sinus were each suspected. 
The diagnosis of trichiniasis was es- 
tablished by the eosinophilia and the 
results of a biopsy. 

Cases with Epigastric Pain as the 
Chief Symptom.—lIn the earlier writ- 
ings on the subject of trichiniasis ref- 
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erences are occasionally found to cases 
in which epigastric pain has consti- 
tuted the only symptom. The follow- 
ing cases from my own service are 
examples of this clinical type. 


Case IIJ.—An Italian man of 38 
years was admitted to the hospital 
with the diagnosis of peptic ulcer. He 
had been well up to two weeks before, 
when he was seized with sudden sharp 
epigastric pain lasting about one hour. 
Thereafter these attacks of severe pain 
recurred several times daily, coming 
on usually after meals and lasting 
from 15 minutes to one hour. He 
complained of no other symptoms and 
was well enough to continue his work 
as a longshoreman. He had no fever, 
and the physical examination revealed 
only some puffiness about the eyelids 
and some tenderness in the region of 
the umbilicus. A _ gastro-intestinal 
X-ray examination was negative. The 
leukocytes however, were greatly in- 
creased (20,000-34,000) and the per- 
centage of eosinophiles varied between 
44 and 85. A bit of muscle excised 
from the lower end of the biceps con- 
tained trichinella larvae. 


Case I1V.—In a second case, also an 
Italian man, the patient two months 
before admission had had a sudden 
chill, followed by fever of two or three 
days duration. At the same time he 
developed muscular soreness all over 
the body which was so severe as to 
confine him to bed for two weeks. At 
the end of that time the general sore- 
ness disappeared but he began to have 
localized soreness, but not actual pain, 
in the upper abdomen, sometimes in 
the epigastrium and sometimes in the 
umbilical region. This discomfort, 


which had continued for six weeks, 
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was not constant but would come on 
at irregular times during the day and 
bore no relation to meals. He had no 
fever and complained of no other 
symptoms. The abdomen was soft and 
free from tenderness. Gastro-intestinal 
X-ray examinations were negative and 
the only physical sign was some puf- 
finess about the eyes. The leukocytes 
were not increased in number, but 
there was an eosinophilia which in- 
creased from 10 to 37 per cent. Al- 
though no parasites were found in the 
excised muscle, the slight edema of 
the face and the high proportion of 
eosinophiles seemed to justify the di- 
agnosis of trichiniasis. 

In cases such as these just described 
it has been customary, rightly or 
wrongly, to explain the epigastric pain 
by the assumption of a severe invasion 
of the diaphragm by the migrating 
parasites. 


SUMMARY 


The usual clinical picture of trichi- 
niasis is so characteristic and easily; 
recognizable that the diagnosis in 
typical cases presents no difficulties; 
but there are many cases in which 
either the pathognomenic symptoms 
are so wanting, or the clinical picture 
resembles so closely that of other dis- 
eases, that mistakes in diagnosis are 
not easily avoided. 

Some of the many possible varia- 
tions from the conventional clinical 
type have been discussed and _illus- 
trated. 

It has been shown (1) that some 
cases may run an afebrile course; (2) 
that in others the characteristic eosin- 
ophilia may be lacking, either through- 
out the whole course or for several 
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weeks after the onset of symptoms, 
and (3) that, rarely, the differentia- 
tion from typhoid fever may be ren- 
dered difficult by the presence of a 
strongly positive Widal reaction. 
Among other atypical clinical forms 
considered are (4) cases resembling 


acute nephritis; (5) cases which simu- 
late acute meningitis; (6) cases with 
conspicuous and alarming throat symp- 
toms; (7) those simulating frontal 
sinusitis ; and, finally (8) certain cases 
in which epigastric pain is the chief 
or only symptom. 
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The Relation of Psychiatry to Medicine* 


By Austen Fox Riccs, M.D., Stockbridge, Mass. 


HE relation of psychiatry to 
medicine has, until quite recent 
years, been very unimportant, ex- 
tremely tenuous, and quite unsatisfac- 
tory. Psychiatry has been considered, 
and with considerable justification, a 
very poor relation of medicine. This 
conception of its status is, however, 
largely a thing of the past, and as 
psychiatry itself has advanced, so also 
has its relation to general medicine. 
As a matter of fact I am not sure 
that further improvements in this re- 
lationship, to be immediately expected, 
will not have to come from the other 
side of the fence, so to speak, that is, 
from general medicine itself. 
Nevertheless psychiatry even now is 
too generally thought of by most med- 
ical men as a narrow specialty, con- 
cerning itself only with so-called 
mental disease. On the contrary it 
covers a much wider field. It deals 
not only with mental disease but with 
all disorders of thinking and feeling, 
whatever their cause, whether in dis- 
eased brains or healthy brains; with 
all degrees of amentia and dementia; 
and with maladaptations to life, 
whether due to inadequate mental 
equipment or to inadequate use of a 
normal equipment. 


*Presented at the Boston meeting of the 
American College of Physicians, April 9, 
1929. 


To be more definite and specific, 
pyschiatry may be described as one 
aspect, or, if you prefer, a major ex- 
pression of neurology, based in com- 
mon with it upon the anatomy, physi- 
ology and pathology of the nervous 
system. Indeed these two, neurology 
and psychiatry, should always be 
hyphenated and thought of as one sub- 
ject—neuro-psychiatry. 

Far from being a narrow specialty, 
neuro-psychiatry is the broadest of all 
specialties, for just as the nervous 
system, which is its particular field, is 
the means by which all parts of the 
body are integrated and through which 
the body as a whole adapts itself to 
its environment, so neuro-psychiatry is 
the specialty which may often be used 
to integrate all other specialties. 

The nervous system plays its im- 
portant part in every disease, in every 
ill that flesh is heir to, and in the suc- 
cess or failure of every form of treat- 
ment. It seems obvious, therefore, 
that a specialty dealing with this great 
integrating system, with this all-im- 
portant adaptor mechanism of the 
body, should enjoy the most intimate 
relation with general medicine. It has 
not in the dim past, but it surely will 
in the not too distant future, for medi- 
cine needs a full working partnership 
with neuro-psychiatry at least as badly 
as neuro-psychiatry needs such a rela- 
tionship with medicine. 
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There is no disease or disorder 
which does not in some degree affect 
the patient’s emotional and mental life, 
nor is there any such condition which 
is not, in its turn, favorably or un- 
favorably affected by the patient’s feel- 
ings and thoughts. 

Though the pathology of a given 
pneumonia may present a microscop- 
ically identical picture with many hun- 
dreds of others, the mental and emo- 
tional effect it is having upon a given 
patient is unique to him, and the effect 
of these personal reactions of his upon 
the course of his disease may be of the 
utmost importance. You might per- 
haps neglect the orthopedic or derma- 
tological aspect of the case but not the 
psychiatric, which may make all the 
difference between success and failure 
in the treatment of the case. 

The patient with cancer of the 
breast may present the very same 
surgical problem as hundreds of thou- 
sands of others, but the significance to 
her of her disease, the significance to 
her of death, deformity, pain, and of 
every step of the proposed procedure 
will be in the aggregate unique, be- 
cause it will be based upon her per- 
sonality, her intelligence, her experi- 
ence, her financial and social status; 
and the effect of her emotional reac- 
tions upon her physiological condition, 
upon her resistance to shock, indeed 
upon every item of the case up to and 
including its final outcome, may be 
profound. The gynecological aspects 
of the case may perhaps be safely 
neglected ; there may be no reason for 
considering it from the aspect of any 
other specialty, save only psychiatry, 
but this side cannot be neglected with 
impunity. 


It may not be appropriate or even 
wise to call in a psychiatrist to aid 
in the treatment of some diseases, but 
the physician or surgeon should at 
least have the psychiatric attitude. In 
many cases neuro-psychiatry should 
not be considered so much a specialty 
as an aspect, and a very practical and 
important aspect, of medicine itself, 
for the 
whether in diagnosis or in treatment, 


psychiatric point of view 
considers the individual and not just 
the disease, values the aid to be en- 
listed from favorable emotional reac- 
tions, values the intelligent cooperation 
of the patient, and fears the untoward 
effects of adverse suggestion, adverse 
emotion, and ignorance, both on the 
pathological condition and on the ef- 
ficacy of the treatment itself. 

As an example of the non-psychiatric 
attitude and of the great opportunities 
that may be lost by the consequent 
lack of intimate cooperation between 
medicine and psychiatry, I quote the 
following case: 

The Medical Staff of a great Gen- 
eral Hospital combined to treat a sup- 
posed duodenal ulcer in a middle-aged 
woman. She was suffering from an 
involutional depression with fixation 
of symptoms on her vegetative activi- 
ties, as is often the case. The ulcer 
was never quite satisfactorily proved, 
but it was most sedulously and skil- 
fully treated and cured. The opinion 
of her medical advisers was that the 
depression was due to the supposed 
ulcer and when that was cured the 
depression it had caused would disap- 
pear. They were surprised and genu- 
inely chagrined that in spite of the 
good effects locally of the treatment, 
the patient took no interest in either 
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procedure or result. Discharged cured, 
she went home and died of her psy- 
chiatric disease—by taking poison. The 
necessity of the psychiatric point of 
view in this case needs no further 
comment. 

Today the director of this great 
hospital has a psychiatrist on his staff, 
not as a consultant but as a regular 
attending physician who makes rounds 
with him, a cooperative arrangement 
which marks progress, of benefit not 
only to the internist and the psychia- 
trist but to every patient whom they 
serve. 

As an example of how well such 
an arrangement works out in practice, 
the following case from another met- 
ropolitan hospital will serve. Here 
for the past two years a psychiatrist 
has been a member of the attending 
staff. 

A young man was operated on for 
gastric ulcer. A gastro-enterostomy 
was done. The surgical recovery was 
excellent but the patient continued his 
post-operative vomiting. There was 
no apparent cause for this phenome- 
Every sort of medical treatment 
was tried without success. No sooner 
had the patient swallowed a few 
spoonfuls of his carefully prescribed 
diet than up they would come again. 
Toward the end of the week following 
the operation, the psychiatrist was 
asked to take a hand and see if he 
could do anything before an explora- 
He 


non. 


tory operation was resorted to. 


found that the young man was highly 
neurotic, very suggestible and had 
somehow gathered the distinct belief 
that the purpose of the operation was 
to close the exit of the stomach and 
that therefore the only way left for 
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food to get out of it was to come up. 
A simple explanation of the operative 
and anatomical facts, and of the effect 
this erroneous belief had had in con- 
tinuing the vomiting was all that was 
required to ensure the patient’s smooth 
and uneventful recovery. 

Let these two cases suffice to illus- 
trate not only the great advantage of 
a close relationship between psychiatry 
and medicine but that it may often 
become a factor of the utmost impor- 
tance to the very life of the patient. 

There is an enormously large class 
of cases in which neuro-psychiatry is 
not only important but necessary to 
medicine. I refer to the so-called func- 
tional disorders. It has been conserva- 
tively estimated that these constitute 
a very substantial majority of all cases 
seen in the medical out-patient depart- 
ments of hospitals, as well as in the 
private consulting rooms of general 
practitioners. These disorders are of 
psychogenic origin with very few ex- 
ceptions. They not only call for psy- 
chiatric understanding but are the very 
meeting ground of psychiatry and 
medicine. 

An over-active colon may be due to 
a primary disturbance of its flora, but 
thousands of cases of so-called colitis 
are simply physiological expressions of 
short, the 
“colitis” very often is merely an active, 


an emotional state. In 
though sometimes obstructive, symp- 
tom of a far-reaching emotional dis- 
order. 

Likewise, the cause of some cases 
of hyper-thyroidism may be found in 
the patient’s emotional life, rather than 
in a primary disturbance of one or 
more of his endocrine glands. 
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functional cardiac disturb- 
ances are notoriously typical neuroses. 


Many 


In all of these cases the relation 
of psychiatry to medicine is of utmost 
importance, especially to the patient. 
Too often even in these modern days, 
the patient suffering from a neurosis 
goes from specialist to specialist with 
but temporary relief, only to fall 
finally into the more astute and less 
scrupulous hands of the charlatan be- 
cause he, even though unscientifically 
and “as through a glass darkly,” 
sees the psychiatric problem involved. 
When he too through greed and ig- 
norance perhaps may lose his hold, and 
the neuro-psychiatrist finally gets his 
chance, the case by that time has 
reached a most unfavorable stage, for 
the patient has often lost faith in 
all doctors, in all science, and is mighty 
apt to take to pseudo-science, pseudo- 
religion or again to the best advertised 
charlatan. 

The treatment of all neuroses and 
more obviously of all psycho-neuroses 
is of course primarily a psychiatric 
job, but the internist should at least 
be able to make a tentative diagnosis 
and help the patient to obtain suitable 
treatment promptly. Too often is this 
diagnosis made only after exhausting 
all and sundry possible medical and 
even surgical methods, and even then 
it is only reluctantly accepted and 
often with considerable undeserved 
contempt for the patient. Such a neg- 
ative diagnosis, it might be noted in 
passing, is really no diagnosis at all. 
To say that a patient, because no other 
disease can be pinned on him, must 
therefore have a neurosis is not even 
logical. A neurosis is a real and rec- 


ognizable disorder. It always has a 


cause, always functions in a more or 
less typical way, and an absolutely 
positive diagnosis should always be 
made. It cannot however be made 
without due consideration of these 
factors nor without adequate study of 
the patient’s personality. Further- 
more, medical treatment of a neurosis 
on a merely symptomatic basis does 
the patient absolute harm, for it places 
all the emphasis on the symptoms and 
tends to fix the neurosis and further 
entrench it against therapeutic attack. 
Obviously these cases should not be 
tinkered with by the internist even 
though he may have made a diagnosis, 
for they require all that the most 
skilful psychiatrist can give them. 
Here is where psychiatry can help 
medicine by assuming the major diag- 
nostic and therapeutic burden, and 
here too is where medicine can co- 
operate most fully with psychiatry in 
evaluating the concomitant physical 
disorders and finding their treatment. 

There is another function in relation 
to general medicine which neuro-psy- 
chiatry seems to be in a fair way of 
having to assume. I refer to the func- 
tion of family adviser, which office 
used to be so well filled by the old- 
fashioned family physician and which 
now, by his lamented disappearance, is 
left practically vacant. The need is 
still there, indeed it is greater than 
ever in this day of extreme specializa- 
tion. It is not satisfied by the most 
scientific and complete modern diag- 
nostic survey by a group of specialists. 
Usually there is no one in the group 
or out of it who is sufficiently familiar 
with the patient’s personal and family 
condition and problems to head the 


whole affair and steer the patient ac- 
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cording to his particular personal 
needs. By the very nature of his field 
the neuro-psychiatrist must know all 
that can be gleaned of the patient’s 
family history, direct and collateral, 
he must have all the available facts 
of the patient’s familial, social and 
financial conditions, as well as a full 
medical history. He is thus usually 
supplied with the necessary data. 
Unless some other more able and bet- 
ter fitted candidate for the position 
of family adviser appears, I think it 
most likely that the job will fall to 
the neuro-psychiatrist. Indeed I could 
quote numerous incidents from my 
own experience where this has already 
happened. In some cases the neuro- 
psychiatrist becomes the family phy- 
sician because he has had to assume 
control in order to guide the patient, 
or the whole family, out of the laby- 
rinth of unrelated and uncoordinated 
specialties. Sometimes he has been re- 
quested to assume the role, sometimes 
he has no doubt been accepted only 
“au faute de mieux.” However that 
may be, the gap that the disappearance 
of the old time family doctor has left 
presents a problem which a closer re- 
lation between all specialties and par- 
ticularly between psychiatry and medi- 
cine should go far toward solving. 
But after all, that a closer relation- 
ship between psychiatrist and internist, 
between neuro-psychiatry and general 
medicine is greatly to be desired can 
hardly be doubted. 
self-evident that it needs little argu- 


But how can this be accom- 


It is so nearly 


ment. 
plished ? 
ready begun, toward a better relation- 


How can the progress, al- 


ship be accelerated ? 
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The following possibilities of im- 
provement suggest themselves: 

First :—Let us begin at the begin- 
ning. Let us teach more neurology 
and psychiatry in the medical schools. 
Already in one of our leading schools 
these subjects are allotted slightly 
greater time in the curriculum than 
surgery. This is progress worth not- 
ing and an example worthy of emu- 
lation. 

Second :—I would suggest following 
the good examples already set, by 
appointing neuro-psychiatrists on the 
attending staffs of hospitals wherever 
possible,—and using them. This ad- 
vance would naturally be initiated by 
the internists in charge. 

And Lastly:—I suggest that slow 
but sure method,—the education of the 
profession at large. 

This may be done,— 

First :—By including papers on neu- 
rology and psychiatry especially in re- 
lation to general medicine, at meetings 
such as this. 


Second :—By including papers on 
general medical subjects, with especial 
reference to their relation to neuro- 
psychiatry, at meetings of neurologists 
and psychiatrists. The initiative should 
of course come from the latter. 

Third :—By urging the members of 
the medical profession throughout the 
country to read the reports and jour- 
nals of the mental hygiene organiza- 
tions, so that they may familiarize 
themselves with at least the statistical 
facts in regard to the prevalence and 
increase of neuroses and mental dis- 
eases and disorders in this country 
at the present time. Few general med- 


ical men are aware of these facts. For 











The Relation of Psychiatry to Medicine 


instance, how many know that more 
hospital beds are occupied today by 
those suffering from mental and nerv- 
ous diseases than from all other dis- 
eases combined or that the number 
of unhospitalized psycho-neuroses is 


? 


probably by far the greatest of all: 
A few such facts would make it quite 
clear to everyone that at least more 
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than half of the enormous problem 
which modern life presents to medi- 
cine falls into the field of neuro- 


psychiatry, and that, furthermore, both 
neuro-psychiatry and medicine need 
all the help that either can get from 
the other to make headway against this 
neither can _ solve 


problem, which 


alone. 











Psychiatry’s Part in Preventive Medicine* 


By Artuur H. Ruccies, Providence, Rhode Island 


YP TO about fifteen years ago, 
psychiatry did very little that 
was actively preventive; its 

concern was largely with classification, 
the improvement in methods of treat- 
ment and the discussion of heredity vs. 
environment. With the advent of the 
Wasserman and the treatment of Gen- 
eral Paresis with the arsenicals, and 
with the more general employment of 
lumbar puncture, Psychiatry learned 
that no case of syphilis could be con- 
sidered permanently immune from 
neuro-syphilis unless repeated negative 
blood Wassermans were obtained fol- 
lowing intensive intravenous therapy, 
and more especially unless it was de- 
termined over a period of at least two 
years following infection that the 
cerebrospinal fluid was not invaded. 
This was the beginning of a pre- 
ventive effort regarding General Pare- 
sis and, while sufficient statistical 
study has not yet been completed, 
there seems to be evidence to show 
that in some mental hospitals the cases 
of General Paresis have in ten years 
been reduced from 10 to 12 per cent 
of all admissions to 8 to 10 per cent. 
I will not attempt to analyze this de- 
creased percentage of G. P.’s, but be- 
lieve it is in part due to the employ- 
ment of preventive steps insisted upon 
by the syphilologist and psychiatrist. 


*Read before the Boston meeting of the 
American College of Physicians, April 10, 


1920. 
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At the time of the Great War the 
country was aroused from its self- 
complacent attitude by finding many 
thousands of our youth unfit for mili- 
tary duty by reason of mental defect, 
or of nervous or mental disease. In 
the years since the war we have seen 
nearly every state improve their fa- 
cilities for the segregation of some of 
the feeble minded and for the com- 
munity treatment of others. This is a 
step that in another generation should 
lessen the propagation of the mental 
defective, but in this particular direc- 
tion we still have a long way to go 
and much to learn regarding pre- 
vention. The misnomer “Shell Shock” 
brought to the attention of layman and 
physician alike many cases of psycho- 
neuroses that would otherwise have 
gone without understanding or treat- 
ment, and so we have recognized and 
cured many minor psychoses, as they 
have been called by some writers, and 
thus tended to reduce the number of 
nervous invalids in the community. 

In the study of personality types 
we have come to recognize the schizoid 
and the syntonic, and thus we are bet- 
ter enabled in some cases to avoid the 
particular situations in life that would 
tend to push these individuals on into 
frank psychoses. 

Yet you may say, “What evidence 
is there that psychiatry has done any- 
thing in preventive medicine when the 
total numbers admitted to mental hos- 
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pitals are yearly increasing?’’’ but so 
are the stress and strain of modern 
life, and so are the number of men- 
tally sick persons admitted to hospitals 
who formerly roamed the streets or 
were secluded by the families at home. 
There are more general hospital beds 
filled with patients than there were ten 
years ago, but that does not mean that 
more people are annually sick, for we 
know typhoid fever, tuberculosis, diph- 
theria and many other diseases are 
much decreased today. It may take 
another quarter of a century before 
we can definitely demonstrate results 
in the prevention of mental disease, 
but that psychiatry is even today be- 
ginning to play an active part in pre- 
ventive medicine I believe few can 
deny. 

One of the preventive forces bor- 
rowed by the psychiatrists from the 
medical clinic, and developed to a very 
high degree, is the psychiatric social 
worker who investigates the social en- 
vironment of our cases; who helps in 
the adjustment of the environmental 
situation when it is indicated as a 
measure of treatment, and who espe- 
cially follows up cases leaving a 
mental hospital for a very long period 
of time. The assistance of the psy- 
chiatric social worker has been very 
great and serves as an indispensable 
part of the psychiatrist’s armament- 
arium in his preventive measures. The 
psychiatric social worker has a recog- 
nized place in every well organized 
mental hospital, out-patient depart- 
ment and child guidance clinic. 

Today every psychopathic hospital, 
and many of our state and private 
mental hospitals, have out-patient de- 
partments where large numbers of the 


psychoneuroses and psychoses are 
treated. Here the psychiatrist, the 
psychologist and the psychiatric social 
worker examine, investigate and carry 
on the treatment of psychoneurotics 
and of incipient psychoses, such as 
mild depressions, hypo-manic states, 
early schizophrenia, general paresis 
and other types of cases in which in- 
stitutional treatment is not indicated; 
and thus many psychotic cases are 
readjusted or stabilized sufficiently so 
that they never need to go into a 
mental hospital. More and more the 
work of the mental hospital lies in the 
field of prevention and undoubtedly 
can best be met by the development of 
out-patient facilities. And in the men- 
tal hygiene movement as a whole, and 
perhaps more especially in the mental 
health program of individual states, no 
better policy could be established than 
that of for each dollar spent for build- 
ing an equal amount be devoted to 
prevention. 

Perhaps the best organized evidence 
of the attack on nervous and mental 
disease is in the schools of our coun- 
try, and especially in the Child Guid- 
ance Clinics. At least fifteen large 
cities of this country have well organ- 
ized Child Guidance Clinics where the 
pre-school and school child are thor- 
oughly examined and treated by the 
psychiatrist, the psychologist and the 
psychiatric social worker. Most of the 
school systems of our cities, and many 
towns, have made provision for psy- 
chiatric examination of problem chil- 
dren. Here in Massachusetts there is 
a state law that requires the examina- 
tion of all school children three years 
or more retarded; this is carried out 
by the staff physicians of the State 
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Hospitals. We know that 75,000 new 
cases are being admitted to mental 
hospitals each year; at the present ad- 
mission rate that means 750,000 in the 
next ten years. From our knowledge 
of the average age of these patients 
on admission, we know that the ma- 
jority of these prospective mentally 
sick are in our Grammar Schools and 
High Schools. The school psychia- 
trist is certainly in a strategic position 
to do preventive work, for we know 
definitely that certain mal-adjustments 
of personality not recognized or 
wrongly treated mean a larger psy- 
chosis, and that these cases can in 
many instances be so directed that 
nervous invalidism or the frank psy- 
chosis is avoided. 

Perhaps one of the greatest contri- 
butions made by Psychiatry to Pre- 
ventive Medicine is the insistence 
upon the understanding of the patient 
as a total human being with emotions 
as well as tonsils, with conflicts as 
well as a heart, and with thwarted 
purposes as well as a gastro-intestinal 
tract, so that we do not diagnose heart 
disease without understanding the total 
personality of the patient whose heart 
interests us, or do not take out the 
patient’s tonsils to cure a psychic con- 
flict. An illustrative case may make 
clear the point I wish to emphasize: 
a man of 32 came under my care be- 
cause he had become afraid to leave 
his house unaccompanied or to be left 
alone in his home. For two years he 
had made his rounds of medical men 
with the result that the following 
diagnoses had been attached to him: 
Deviated nasal septum, eye-strain, 
gastroptosis, mucous colitis, varicocele 
and floating kidney. Is it any wonder 


he was afraid to be left alone? All 
of these conditions may have pre- 
sented themselves to the examiners at 
various times, but a series of diets, 
belts, irrigations and operations could 
only have exaggerated his condition 
until the primary difficulty, which was 
a definite mental conflict, was under- 
stood and removed by treatment. I 
may have used an extreme case for 
illustration, but there are far too many 
nervous invalids being created today 
because the medical man fails to in- 
vestigate mind as well as body, and 
then to evaluate the disorders that 
may be present in both fields. You 
may say, “But the psychiatrist thinks 
all disease is located in the mind”; not 
at all; the well staffed psychiatric 
clinic finds that a large percentage of 
mental defect has its basis in birth 
injuries, deafness, visual disorders and 
endocrine dysfunction. The psychia- 
trist knows that certain neurasthenic 
and hysterical symptoms may be the 
earliest manifestations of a_ brain 
tumor. Focal infections are not neg- 
lected; in fact, perhaps some of us 
have over-emphasized their impor- 
tance. In a high percentage of all 
our cases we find causative factors in 
the blood picture, in the _ gastro- 
intestinal tract, in the gall bladder and 
in impaired kidney function. I shall 
never forget a delirious patient sent 
from the medical wards of a general 
hospital to a psychiatric hospital for 
care. A few days later the mental 
hospital made a diagnosis of central 
pneumonia, whereupon the referring 
physician at once said, “Of course, 
you will send the patient back to us 
for treatment of his pneumonia!” 


When it was explained that the physi- 
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cal disease would receive adequate 
treatment, and the mental symptoms 
better treatment than the general hos- 
pital could provide, the medical man 
expressed surprise, but the patient 
soon recovered in our mental hospital ; 
and I honestly believe that many deliri- 
ous patients die in the general hospital 
who would recover in the mental hos- 
pital, because of better understanding 
of the treatment of delirious states on 
the part of psychiatric nurse and doc- 
tor. Recently, in one of our New 
England mental hospitals, a case of 
undulant fever was diagnosed by a 
staff physician, this being the first 
case recognized in the whole state, 
so that the mental hospital cannot be 
accused of being medically unobserv- 
ant or unprepared. 

The psychiatrist today has a recog- 
nized place in the medical departments 
of schools, colleges and industry, in 
which fields the work is largely pre- 
ventive. 

It seems to me that psychiatry still 
has a very great contribution to make 
to preventive medicine in the field of 
a better understanding of the causa- 
tion of some of the recognized mental 
diseases which, at the present time, 
fill a large proportion of our mental 
hospital beds. Since the days of 
Kraepelin’s classification, which began 
more than a quarter of a century ago 
and which has been modified and im- 
proved, but not essentially changed, 
there have been, with the exception 
of the treatment of general paresis, 
the more careful correlation between 
physical and mental findings and the 
analytical approach to some of our 
cases, almost no real contributions to 
the understanding of the etiology of 


the psychoses, and it is high time that 


every psychiatric hospital with its 
wealth of controlled material should 
establish laboratories for an intensive 
attack on such important mental dis- 
eases as schizophrenia and the manic- 
depressive psychoses. Until this is 
done we will, I am afraid, have to 
concentrate our attack on mental dis- 
eases largely upon our attempts to 
adjust personality at earlier age levels, 
and to individualize and intensify our 
treatment of cases. A great number 
of research workers concentrating 
with all modern methods upon the 
study of a large group of psychoses 
whose etiology is at the present time 
unknown may, in the next quarter of 
a century, bring to medicine a better 
understanding of the essential factors 
underlying thousands of mental dis- 
eases, which would enable medicine to 
intelligently reach a large percentage 
of cases today occupying hospital beds. 

Let me close with an illustrative 
case from my college mental hygiene 
experience. A freshman in college be- 
came depressed, unable to sleep and 
unable to study. He was sent to the 
Medical Hospital Department where it 
was found that he had no physical 
disease. His father had for years suf- 
fered from a manic-depressive psy- 
chosis, and the boy had always feared 
he might become a victim of the same 
disorder, so quite naturally when he 
became fatigued with hard study and 
working additional hours to earn 
money, he could not concentrate, his 
grades fell and he became depressed. 
When he saw the psychiatrist he was 
convinced that his father’s future was 
before him. <A readjustment of his 


working hours, better diet and general 
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physical hygiene, together with ex- 
planation and encouragement soon 
dispelled the depression, the boy got 
well and finished his year with high 
marks. In his second year emotional 
over stimulation of fraternity activity 
and competition for a position on a 
college publication brought on an at- 
tack of acute excitement that was rec- 
ognized as a manic attack. Immediate 
rest in bed with mild _ sedatives 
promptly cleared this up, but it was 
felt that two mental upsets in two 
years made the situation serious. He 
was advised to go into the country for 
six months, which he did, and then 
advised to transfer from a large city 
college to a small college in a country 
town; here, competition of all sorts 
was less, reducing mental stress and 
strain, and he was graduated two years 


ago. He is now holding a good posi- 
tion (again without too much stress 
and strain), has had no recurrence of 
his trouble, and I will venture to pre- 
dict will not, if he obeys the rules of 
mental health that apply to his make- 
up. 

Without mental hygiene I am sure 
our mental hospitals would have added 
another to their list of cases; and, so, 
I believe that psychiatry is already 
contributing something to preventive 
medicine, and will have much more to 
contribute, if medical education trains 
all physicians to understand and treat 
the whole human being and not simply 
a diseased section of a case, and if 
psychiatry itself develops a group of 
physicians intensively laboring to bet- 
ter understand the causes of the mind 
diseased. 
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Relation of Streptococci to Influenza* 


By SAMUEL S. ALTsHULER, A.B., M.D., and Lucy Dett Henry, B.Sc., 
Ann Arbor, Michigan 


UCH difference of opinion ex- 
ists as to the causative organ- 
ism or organisms of epidemic 

influenza. The general belief is that 
it is caused by the influenza bacillus, 
although many authorities are of the 
opinion that while this organism may 
be related to the infection, it is not 
the primary cause. With the develop- 
ment of our knowledge of the wide 
variety of clinical entities produced by 
the streptococci, different authorities 
have recently suggested that these or- 
ganisms may be responsible for this 
disease. An opportunity was offered 
us during the recent influenza epi- 
demic at Ann Arbor (Nov. 1928 to 
Feb. 1929), to carry out a bacterio- 
logical investigation of a group of 
influenza cases. The results of this 
investigation as well as more recent 
views of the causative nature of in- 
fluenza will be discussed in this article. 

If we look back to the influenza 
pandemic of 1890-1891, we find the 
description of the disease prevailing at 
that time described by Lichtenstern’ 
as follows: “The typical influenza 
consists in a sudden fever, which is 
initiated by a chill or chilly sensation— 
lasting from one to several days, is 





*From the Department of Internal Medi- 
cine and the Bacteriological Laboratory, 
University Hospital, University of Michi- 
gan, Ann Arbor, Michigan. 
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roportionately severe prostration and 
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perspiration ensues and in 24-48 hours, 
the fever has usually subsided in many 
of the patients, leaving them with 
great weakness and with pains in mus- 
cles and joints which disappear in a 
few days. Symptoms of catarrhal in- 
flammation of the respiratory tract 
often supervene upon the above mani- 
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10-12 hours, 


festations.”’ 

Again, Zinsser* describes the cases 
of the 1918 pandemic in the following 
manner: “The early cases were clin- 
ically so uniform that a diagnosis 
could be made from the history alone. 
The onset almost uniformly 
abrupt. Typical cases would become 
ill suddenly during the night or at a 
given hour in the day. A patient who 
had been perfectly well on gojng to 
bed, would suddenly awake with a se- 
vere headache, chilliness, malaise and 
fever. Others would arise feeling per- 
fectly well in the morning and at some 
time during the day would become 
aware of headache and pains in the 


was 


somatic muscles. Occasionally there 


was nausea. A few of the patients 


could state the exact hour at which 


they were taken ill. There were, of 
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course, some cases in which the onset 
was more gradual.” 


Those who had occasion to see the 
influenza cases at the University Hos- 
pital will immediately recognize the 
above description as fitting these pa- 
tients. The cases were invariably 
characterized by a sudden onset, fever, 
headaches, generalized aching and 
marked prostration, occasionally also 
nausea and anorexia. The course in 
the uncomplicated cases was usually a 
short one, the patients having a high 
temperature, 101° to 104° at the onset, 
which rapidly came down to normal 
within one to three days. The pa- 
tients felt much improved on the third 
or fourth day and were anxious to 
return to work, although the majority 
of them experienced definite fatigua- 
bility upon exertion, for a considerable 
period of time. 

The physical examination of a typi- 
cal case presented striking and charac- 
teristic features. The patient appeared 
prostrated. The face was usually suf- 
fused and the eyes were watery, 
glistening and occasionally reddened 
due to the injection and inflammation 
of the conjunctivae. The throat ex- 
amination revealed the fauces to be 
markedly reddened, glistening and usu- 
ally dry. There was a sharp line of 
demarcation of the redness at the junc- 
tion of the soft and hard palate around 
to the base of the anterior pillars. The 
tongue was characteristic in a great 
majority of cases—being usually 
furred, with the edges and tip clean, 
reddened and showing red _ swollen 
papillae. 


In several cases, there was an 
erythematous rash of an intense hyper- 
emic character on the chest and neck 


suggesting very strongly a scarlatini- 
form eruption. This rash was so char- 
acteristic in about six or eight cases 
that they were sent to the contagious 
hospital with the provisional diagnosis 
of scarlet fever. At least two pa- 
tients who had very severe infections, 
with a pneumonia complication in one 
and an acute pansinusitis in the other, 
showed desquamation of the hands and 
feet during convalescence. Indeed it 
was this clinical picture which sug- 
gested a bacteriological study of these 
cases. It was believed that the Strep- 
tococci scarlatinae or closely related 
streptococci were possibly playing an 
important etiological role in these so- 
called influenza cases. 


BACTERIOLOGICAL STUDY 


The general plan of this study was 
to determine the predominant type or 
types of organisms found in the 
throats of influenza patients as com- 
pared with those found in non-influ- 
enza patients and in healthy individ- 
uals. When the colonies of any given 
organisms grown on blood agar plates 
were found to the extent of 50 per 
cent or more of the total growth, the 
organism was considered as predomi- 
nant. It was believed that the pres- 
ence of isolated colonies here and 
there of any given organism could not 
be interpreted as being of special sig- 
nificance since cultures of so-called 
normal throats frequently show such 
isolated colonies. Blood cultures were 
made on all influenza cases. Of these, 
only one showed positive findings, in 
the nature of streptococcus hemo- 
lyticus.* In a few of the influenza 


*This was a post operative case which 
developed influenza complicated by broncho- 
pneumonia and later septicemia. 
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cases showing complications, cultures 
were also obtained from the infected 
foci. A total of 142 cases was 
studied. These included 43 influenza 
patients, 11 influenza post-mortem ex- 
aminations, 63 non-influenza patients 
and 25 student nurses who gave the 


history of not having had any respira- 
tory infection or other illness during 
the past year. 

The bacteriological findings are illus- 
trated in Table 1. Of the 54 influenza 
cases, 44 showed a predominance of 


hemolytic streptococci and 7 of strep- 


TABLE I 


INCIDENCE OF THE PREDOMINATING ORGANISMS IN INFLUENZA CASES AND CONTROLS 








No. of Hemol. Strep. Pneumo Micro. Variety of 

cases Types of Cases Strep. Viridans. cocci. Catarr. Organisms 
43 Influenza patients 33 7 I 2 Oo 
II Influenza post-mortem exam. 11 (100%) oO ( 0 
63 Non-influenza patients 6 12 0 3 42 
25 Healthy individuals 0 0 oO ( 25 

— {influenza cases 22002 - QAP 

Jo Streptococcus - 47 

{control cases... . 20% 





tococcus viridans. A total of 51 cases 
or 94% thus showed predominance of 
streptococci. The remaining showed 
a predominance of pneumococcus in 
one and Micrococcus catarrhalis in 
two. It is interesting to note that one 
case showed a pure culture of hemo- 
lytic streptococcus one day; in a sec- 
ond culture streptococcus viridans pre- 
dominated, and a third culture again 
showed pure culture of hemolytic 
streptococcus. 

Of the 88 control cases, 6 showed 
predominating hemolytic streptococcus 
and 12 showed a predominance of 
Streptococcus viridans. Considering 
the streptococci as a whole, the total 
incidence in these cases was 20 per 
cent. These control cases included 63 
non-influenza patients suffering from 
a variety of diseases in the medical 
and surgical wards of the University 
Hospital, and 25 healthy individuals. 
All of the latter gave a negative his- 
tory for previous influenza infection, 
and no upper respiratory infection 


within the last year. None of the 
throat cultures in these cases showed 
streptococci in predominance but 
showed a variety of organisms typical 
of normal throats. 

It may be of interest to mention 
case P.A. He was a cardiac patient 
on the medical ward who had entered 
the hospital about two weeks previous 
to the day when control cultures of 
the non-influenza cases were taken. 
showed 100% 


Twenty-four 


The throat culture 
hemolytic streptococcus. 
hours after the cultures were taken, 
the patient showed typical symptoms 
and signs of influenza. Two days 
later he showed signs of broncho- 
pneumonia and on the fifth day after 
the onset of the influenza symptoms, 
the patient died. No post-mortem ex- 
amination was made. 

Although the total number of influ- 
enza cases studied was relatively small, 
the high incidence of the streptococcus 
isolated would suggest that these or- 
ganisms are etiologically related to this 
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infection. Whether they are the pri- 
mary or the secondary agents, it is not 
possible to say. It is of interest in 
this connection to recall that Donald- 
son,* who has made an an extensive 
bacteriological study of the influenza 
pandemic of 1889 to 1892, concludes: 


6“ 


1. That no type of organism was 
found common to all influ- 
enza cases. 

Not only did one or the other 
of the organisms predominate 
in certain localities, but they 
were often found in pure cul- 
tures, causing the observers 
to hail it as ‘the’ cause of in- 
fluenza. 

3. Moreover, the bacterial balance 
in one locality was not always 
the same—at one period of 
the pandemic, the prevailing 
organism might be a strepto- 
coccus, at another, the pneu- 
mococcus. 

4. Many of the organisms pos- 
sessed pleomorphous charac- 
ters.” 


to 


With the announcement by Pfeiffer 
of his discovery of the influenza ba- 
cillus in 1892, bacteriologists through- 
out the world directed their attention 
to the study of this organism in con- 
nection with influenza. The result was 
that during the influenza epidemic of 
1918, practically all effort was con- 


centrated on the Pfeiffer organisms. 
In spite of this effort, the percentage 
of influenza cases showing Pfeiffer 
bacilli was relatively small. Donald- 
son* made a study of the bacteriolog- 
ical reports published in England, 
Germany, France, America and other 
countries of the 1918 influenza pan- 
demic. According to this investiga- 
tion, of 19,145 examinations made on 
influenza patients, only 34.4% showed 
the Pfeiffer bacillus. Of 3,056 post- 
mortem examinations, about 40% 
showed this organism. A summary 
of Donaldson’s figures relating to this 
pandemic is presented in Table 2. 

It is seen from this table that the 
Pfeiffer bacillus was found in 30.3% 
of the healthy individuals and that the 
percentage of positive findings during 
the epidemic was higher in those suf- 
fering from non-influenza disease than 
those suffering from influenza. Based 
on these figures, Donaldson concludes : 
“Whatever was the cause of influenza, 
it was certainly not Pfeiffer’s bacillus. 
If the infection was due to a common 
virus, the Pfeiffer bacillus was not 
even the most important secondary in- 
vader.” 

It was unfortunate that the pneumo- 
coccus and streptococcus groups were 
not studied with the same thorough- 
ness in the 1918 pandemic, as was the 
Pfeiffer bacillus. This was due to the 
erroneous view that the latter was the 


TABLE 2 
INCIDENCE OF PFEIFFER’S BACILLUS IN INFLUENZA AND Controt CASES DURING 
PANDEMIC, 1918-1919, AND INTER PANDEMIC PERIOD 








Interpandemic Pandemic 
Period Period 
Influenza 29.2% 35% 
Non-influenza diseases 40% 49% 
Healthy individuals 18.6% 30.3% 
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primary cause and that all other bac- 
teria were secondary invaders. Ac- 
curate figures were therefore not avail- 
able, since many observers had either 
ignored the other organisms or had 
casually stated that they had not been 
noted. In Donaldson’s® opinion, “‘the 
pleomorphous streptococci strains were 
more important pathological agents, as 
proven by serological tests. Many 
were highly pathogenic for animals, 
were more consistently virulent and 
resulted in illness more like influenza 
than that caused by Pfeiffer’s bacillus. 
Hence, the pleomorphous streptococc! 
behaved in a more virulent way and 
a greater percentage 
and should 


were found in 
of the influenza 
therefore rank more importantly even 
as secondary invaders, than Pfeiffer’s 
bacillus. Insofar as the pleomorphous 
present in a far 


cases 


streptococcus was 
higher percentage of cases than Pfeif- 
fer’s bacillus, it has an even better 
claim at being the cause of influenza. 
Of course, in absence of sufficient data 
to prove Koch’s first postulate that 
it must be found in all cases, this 
claim cannot be maintained.” It is of 
interest to note that Pfeiffer’s original 
studies were based on a total of only 
31 cases. 

Zinsser,” in a review of the Etiology 
of Influenza, states that the pneumo- 
cocci and streptococci are probably not 
etiologically related to influenza. His 
reason is that since these organisms 
habitually inhabit the upper respiratory 
tract, they would be frequently iso- 
lated from influenza patients. He also 
concludes against the Pfeiffer bacillus 
theory, his evidence being: 


1. Frequent failure of competent 
bacteriologists to find it. 
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2. The presence of the bacilli in the 
throats of normal individuals. 
Their presence in pathological 


wa 


conditions not influenzal. 
4. Frequent presence as complicat- 
ing invaders as in Whooping 
Cough, Measles, etc. 


The multiplicity of strains. 


wn 


6. The infrequency of blood culture 
findings. 
The 


produce the disease in human 


unsuccessful attempts to 


beings with pure cultures. 


Modern bacteriology gives us a pos- 
the the 


streptococci to influenza. It 


sible clue as to relation of 
has_ be- 
come recognized in recent years that 
bacteria are capable of passing through 
a life cycle and that at certain stages 
in this cycle, not only their morphol- 
ogy, but their physiological, cultural, 
antigenic characters 
May it not be 


possible that the streptococci when in 


serological and 


may undergo change. 


a special cyclogenic stage are capable 
of producing the syndrome of influ- 
enza ? 

Microbic dissociation has recently 
been summarized comprehensively by 
Hadley.* bacteria 


most frequently occurs as a result of 


Dissociation of 
changes in their environment. Several 
cyclogenic forms have been isolated 
from single strains of organisms in- 
cluding the “R” or non-virulent form; 
form and, as is 
or filtra- 


the “S” or virulent 
being attempted now, the “G”’ 
ble form. In former days, pleo- 
morphism meant to the orthodox bac- 
teriologist that he was dealing not with 
one organism but with a mixture of 
organisms—possibly due to faulty 
technique. The modern bacteriologist, 


however, looks upon pleomorphism as 
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natural variations in the life cycle of 
the organism. 

This conception of cyclogenic varia- 
tion in organisms according to Hadley 
is destined to change our point of 
view of the etiology and epidemiology 
of infectious diseases. Etiologically, 
the virulence of a given strain of or- 
ganisms depends on the predominance 
of the “S” or “R” forms. The same 
is true when considering the aggluti- 
nating properties of an organism. If, 
as occasionally occurs, a given typhoid 
strain is not agglutinated by anti- 
typhoid serum, it is no longer inter- 
preted as an anomalous reaction but 
as a reaction with a cyclogenic form 
of the typhoid organism having dif- 
ferent antigenic properties. 

It is possible that the onset of an 
epidemic is caused by a change in an 
organism or in organisms from their 
non-virulent or inactive form to a 
virulent virostage, and that the remis- 
sion of an epidemic is the passing into 
a non-virulent form. In the treatment 
of disease, future efforts will probably 
be directed toward the control of the 
cyclostage by studying how, in what 
sequence, and under what conditions 
of environment, cyclogenic variations 
have been and can be produced. 

Applying the above bacteriological 
conception to influenza, the fact that 
94% of the cases showed predominat- 
ing streptococci would suggest the 
possibility that some dissociated form 
of these organisms—conceivably, a 
filtrable virus form—is the 
producing agent. Conditions of which 
we are as yet ignorant may be respon- 
sible for producing this dissociated 
form which initiates this disease. The 


disease 
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only observations deserving serious 
consideration that influenza is caused 
by a filtrable virus are those of 
Olitsky and Gates.*:*)»*® They have 
isolated from the nasopharyngeal se- 
cretions a minute filtrable bacillary or- 
ganism which they call “Bacterium 
pneumosintes.”” Their data warrants 
further investigations of this organism. 

In view of the clinical similarity of 
this disease to other entities caused by 
the streptococcus and because of the 
high incidence of the streptococcus in 
the cases examined by us, we feel that 
further study of the organism, perhaps 
from the point of view suggested by 
Hadley, is indicated. 


SUMMARY 


A bacteriological study was made of 
142 individuals during the recent in- 
fluenza epidemic at Ann Arbor (Nov. 
1928 to Feb. 1929). Of 54 influenza 
cases, 94% showed a predominance 
of streptococci, these consisting largely 
of the hemolytic form. Of the 8&8 
control patients, 20% showed a pre- 
dominance of streptococci. Studies on 
influenza have been heretofore directed 
largely to the Pfeiffer bacillus; paying 
comparatively little attention to the 
streptococcus group. The clinical pic- 
ture of influenza and the high inci- 
dence of streptococci found in this 
study warrant further investigation of 
this organism in relation to this dis- 
ease. When considering the dissocia- 
tion which organisms undergo under 
different conditions, it is conceivable 
that the causative organism of influ- 
enza might be the streptococcus in 
some dissociated state, possibly a filtra- 
ble state. 
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Lead Poisoning From Snuff*t 


By R. J. Rerrzet, M.D., I 


OTWITHSTANDING educa- 

tion, publicity, and _ restric- 

tive measures lead poisoning 
has become the chief industrial 
hazard. Since compounds of lead 
frequently contaminate drinking wa- 
ter, beverages, cosmetics and a variety 
of other substances used by mankind, 
it has become equally as important a 
factor in causing distress and sickness 
among the non-industrial population. 
New sources of lead poisoning are 
constantly being uncovered so that it 
behooves the Medical Profession to be 
forever on the watch for this impor- 
tant disease and its manifestations. 
Within the past year another source 
of lead poisoning, while by no means 
new, should be newly emphasized in 
this country. 

Model! in 1784 first drew attention 
to the possibility of lead poisoning 
from snuff-tobacco. In 1843 Otto’ of 
Copenhagen reported two cases, one 
of which was fatal. The victim was a 
botanist and scholar, who suffered 
from obstinate constipation, abdom- 
inal cramps, headaches and who finally 
became comatose and died. Not until 
after his death was lead poisoning 
suspected and then an analysis of the 


*Read at the Boston meeting of the Amer- 
ican College of Physicians, April 11, 1929. 

+From the Department of Internal Medi- 
cine, Texas University Medical School. 
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brand of snuff he was in the habit of 
using, showed considerable lead. For 
some years following this a number 
of articles appeared in the foreign 
literature dealing with this source of 
lead poisoning, for in 1886 Billings® 
collected a total of 23 references, in- 
cluding 5 cases reported by Mayer* 
and 19 cases by Sonnenkalb.’ About 
this time Garrod® in a clinical lecture 
on “Lead Poisoning” eniphasized the 
possibility of lead poisoning occurring 
in warm climates when moist snuff is 
packed in lead covered boxes. He re- 
ported a case of an Englishman who 
had just returned to London from 
India on account of an illness, the 
cause of which was traced to lead 
found in snuff. In 1904 McCaw’ 
added six more references, which !n- 
cluded an interesting case of aphonia 
caused by lead poisoning from snui! 
reported by Ormsby* of New York. 
In 1912 Stadler® of Switzerland re- 
ported that a certain metal-foil wrap- 
per contained 89.0% of lead and the 
moist snuff contained 1.75-1.90% of 
lead. Habitual use of this brand of 
snuff by a woman caused fatal intoxi- 
cation. In 1918 four cases were re- 
ported in America, three cases by 
Uttal'’® of New York City and one 
case by Bauer and Ropes™ of Boston. 
All in all about forty cases have been 


reported. 
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Lead Poisoning from Snuff 


There are three possible causes for 
lead in snuff-tobacco: (1) adulteration 
in manufacture, (2) lead wrappers, 
and (3) lead compounds used as in- 
secticides. 

The manufacture of snuff'* consists 
in moistening tobacco leaves and stalks 
with salt water, and leaving them to 
ferment in an open chamber for some 
months. Then the tobacco is ground 
to a powder, moistened again and put 
into a closed wooden chamber to 
undergo a second fermentation proc- 
ess. This destroys about two-thirds 
of the nicotine, and the malic and citric 
acids in the tobacco, while the acid and 
bases evolved leaves free ammonia in 
the snuff. Various flavors are added 
to give scent. Quicklime is often used 
to give a biting, desiccating effect. 
Formerly lead oxide and chromate 
were added to give a lighter color and 
greater bulk, and thereby increase the 
sale value. Snuff is packed and mar- 
keted either in a dry or moist state, 
depending upon the amount of mois- 
ture added during the fermentation. 
In 1849 Hassel’* examined 43 kinds 
of snuff; nine brands contained lead 
chromate in amounts varying from 
1-4.5%; three specimens contained 
lead oxide. Since tobacco products do 
not come within the Federal Food and 
Drug Acts there is no adequate legis- 
lation to prevent adulteration at the 
present time. 

Another source of lead in snuff and 
the one most referred to in the litera- 
ture is due to the usage of lead-foil 
for wrapping and lead-tin boxes for 
packing. Stadler® (already referred 
to) reported 89% of lead in a metal- 
foil wrapper used for snuff even 
though the Swiss law prohibits a con- 
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tent greater than 1%. Wicke'* found 
that the outer crust of snuff packed in 
lead-foil contained up to 2.7% lead 
if the foil was lined with tin 
on one side. When the snuff is damp 
or contains acetic acid, absorption of 
the lead from the wrapper is appar- 
ently increased. 


even 


The third possible source of lead in 
snuff is due to the fact that lead-arsen- 
ate is used rather extensively as an in- 
secticide in the growing of the chief 
types of tobacco used in the manu- 
facture of snuff.’° 1927 Remington"® 
examined a large number of brands of 
American smoking and chewing to- 
bacco and found arsenic to be in- 
variable present in quantities many 
times greater than the amounts cited 
as being permitted in foods. It is 
possible that the source of the arsenic 
was due to the arsenate used in the 
plant spray and that lead may also 
find its way into tobacco for the same 
reason. 

During the past year and a half | 
have seen four cases of lead poisoning 
from snuff. All were middle aged 
white women admitted to the charity 
ward of John Sealy Hospital. Analy- 
ses of the snuff, feces and urine of 
these patients showed lead. All chem- 
ical analyses were made by Professor 
B. M. Hendrix of the Department 
of Biological Chemistry. The patients 
all used the same brand of snuff which 
we believe was adulterated with lead 
chromate. The samples examined were 
marketed in glass jars. 

first will be 
Case No. 2 has been free from 


The case considered 
last. 
symptoms now for about a year since 
she stopped taking snuff. Case 


No. 3, shortly after entering the 
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hospital died from an inoperable carci- 
noma of the cervix, hydronephrosis 
and uremia. She gave a history of 
taking snuff for 20 years. Twelve 
years previous to entering the hospital 
she had been advised to take radium 
treatment for her pelvic condition. 
What the diagnosis was at that time 
could not be determined. Post mortem 
examination confirmed the clinical di- 
agnosis and a short while after the 
organs had been preserved in formalin 
it occurred to us to test certain of the 
soft tissues for comparative lead con- 
tent. Analysis of the liver tissue 
showed 3.31 mgs. of lead per 100 gms. 
of tissue; heart muscle showed 4.42 
mgs. of lead per 100 gms. of tissue, 
the carcinoma contained 7.34 mgs. of 
lead per 100 gms. of tissue. Not 
enough of the cancer was available for 
a duplicate determination, but we feel 
that the proportion of lead found in 
these tissues is reasonably correct. 
This suggests a greater affinity for 
lead on the part of carcinomatous tis- 
sue as compared to other soft tissues, 
but requires further investigation. 
Case No. 4 is in the hospital at 
present. She came in complaining of 
weakness, abdominal cramps and pains 
in her limbs. The snuff this patient 
was taking showed on repeated analy- 
sis 0.35% of lead chromate, or 
0,224% lead. 


Report oF Case No. 1 


November 4, 1927, Mrs. L. K. an Irish- 
American housewife, aged 44, came to the 
John Sealy Hospital complaining of weak- 
ness and vomiting. 

Following an attack of “influenza” six 
months previous there had been increasing 
soreness and progressive weakness in her 
lower limbs. For two months there had 
been attacks of severe epigastric pains which 


were referred to the back. With the pain 
was nausea and vomiting irrespective of 
meals, until finally she was unable to keep 
anything on her stomach. Besides this there 
had been dizziness, increased thirst, consti- 
pation, oliguria, and edema of the feet. For 
some time her sense of taste had been im- 
paired. At the beginning of her illness her 
weight was 250 pounds; at time of ad- 
mission it was 180 pounds. 

She had measles, mumps and_ typhoid 
fever when a child and at one time she 
swallowed lye, which resulted in = an 
esophageal stricture, for which numerous 
dilatations were performed. At the age oi 
18 an “abscessed ovary” was removed. All 
her life she had drunk a fair amount of 
beer and for the past 2 years considerable 
whiskey. She had never been pregnant. 

Physical examination showed a _ middle- 
aged white woman, apprehensive with a 
pained expression and pasty appearance. 
Teeth were dirty and the gums showed ad- 
vanced pyorrhea. Tongue was coated, and 
the sense of taste for sweet and sour was 
impaired over the anterior two-thirds. 

Cardio-respiratory system was normal ex- 
cept for hardening of the arteries and a 
soft blowing systolic murmur localized at 
mitral area. Systolic blood pressure was 
120, diastolic 86. There was generalized 
muscular weakness. The lower limbs were 
flabby and extremely tender to touch over 
calves and thighs. Knee jerks absent. All 
the other reflexes were normal. Pelvic ex- 
amination showed atrophy of vagina and 
uterus. 

The urine was acid and showed a low 
specific gravity and an occasional hyaline 
cast. No albumin or sugar present. A 
satisfactory gastric specimen could not be 
secured. The vomitus showed bile stained 
mucous and little else. Red cell count was 
4,350,000; Hgb. 75%. White cell count 
7,900. P 71; L 27; Tr. 2. Wassermann 
negative. Basal metabolism normal. X-ray 
of esophagus and stomach showed no 
esophageal stricture, but there was delayed 
gastric drainage, and a dilated duodenal bulb 
with a tortuous and angulated second part, 
suggesting adhesions. Intravenous injec- 
tion of tetra-iodophenol-thalein salts fol- 
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lowed by films revealed no gall bladder 
shadow. 

On November 2nd, a cholecystectomy and 
appendectomy was done. The gall bladder 
was freed from adhesions reaching to the 
duodenum. Subsequently a _ pathological 
diagnosis of chronic atrophic cholecystitis 
was rendered. 

Following the operation there was slight 
improvement and when the wound was 
healed she was allowed to go home. 

On December 14th the patient was re- 
admitted in a very weak and dehydrated 
condition. She had been unable to keep 
solids or liquids on her stomach since leav- 
ing the hospital. She now complained of 
sharp shooting pains in her hands and legs, 
with numbness and sensation of pins and 
needles in the fingers and toes. She ap- 
peared very much dehydrated; the skin was 
dry; eyes were sunken and the tongue was 
bright red in color. There was a marked 
atrophy of the interrossei muscles of the 
hands with incoordination of movement. 
The lower limbs were held in a flexed posi 
tion and complete extension was impossible 
because of pain and spasticity. There was 
extreme muscular tenderness over the lower 
extremities. The slightest pressure on the 
toes caused excruciating pain. There were 
no signs of local inflammation. 

Further laboratory work showed the 
phenolsulphonephthalein elimination by the 
kidneys to be 55% in 2 hours. A Mosenthal 
test showed the maximum specific gravity 
of the urine to be 1.006, with a variation 
of 5 points; the 24 hour amount was 2,760 
cc.; the day to night ratio was 1:1. The 
red cell count was 3,720,000 and the hemo 
globin was 60%. ‘The white and differential 
count was normal. Basophilic stippling was 
present on an average of one cell to every 
two oil-immersion fields. The T. N. P. N. of 
the blood was 38 mg.; Uric acid 8.4 mgs.; 
creatinin 1.5 mgs.; chlorides 530 mgs.; 
Serum calcium 9 mgs.; per 100 cc. of blood. 
Spinal puncture showed a normal fluid pres- 
sure. There were 7 lymphocytes to the 
cu. mm. Globulin was markedly increased 


and the Wassermann was negative. Stool 
examinations were negative. X-ray exam- 
nations of the stomach, knees, spine, and 


pelvis were negative. At this time it was 
learned that the patient was, and had been 
addicted to the use of snuff for the past 
35 years, and for the last 8 months owing 
to fits of mental depression she had been in 
the habit of keeping snuff under her lip 
both day and night. The saliva was not 
expectorated. Twice a week she purchased 
an 8 oz. jar of snuff. Recently she had 
taken considerable more whiskey and beer 
than ever before. Analysis of the snuff 
showed approximately 0.2% of lead. Lead 
was also found in the urine and feces of 
the patient 

The snuff was taken away from her and 
with rectal feedings and the administration 
of sedatives the patient improved and soon 
ind diet. During the 


1 
i 


was able to take a b 


next few weeks she showed considerable 
improvement. Then an attempt was made 
to put her on a low calcium diet with the 
administration of ammonium chloride. This 
was discontinued in a short time because 


of the poor appetite and the mental dis 
satisfaction. The patient remained in the 
hospital until the latter part of February 
showing some improvement in nutrition on 
a milk diet and symptomatic treatment. 
Against our advice she left the hospital. 

On April toth the patient was again 
admitted to the hospital and showed all the 
manifestation of a long wasting illness. Her 
husband stated that in spite of all precaution 
the patient had gotten hold of snuff and 
had been taking it as before and with the 
taking of snuff, her appetite failed and 
nausea and vomiting had again set in. There 
were no significant changes in the physical 
signs except those related to the mental and 
nervous systems, with the exception of a 
moderately severe cystitis. The neurological 
examination made at that time follows in 
full: 

The patient lies partially on back and 
side with head moderately flexed on thorax, 
back partially arched, with legs drawn up. 
The attitude and expression are constantly 
changing. For a moment the facies are 
anxious and staring and the patient is rest- 
less, then she becomes more quiet and the 
facies apathetic and vacant. When the pa 


tient cries the upper lip is drawn peculiarly 
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toward the nose giving a hysterical appear- 
ance. The mood of the patient seems to be 
changing constantly. It is difficult to hold 
the patient’s attention for even a _ very 
short time. Intelligence and _ orientation 
fair. Memory for recent events is poor. 
Periods of drowsiness alternate with periods 
of restlessness. The patient dreams much, 
particularly pertaining to her family rela- 
tionship; she states that she has visions 
while she is “half-awake” of angels coming 
after her; she says her mother (long dead) 
talks to her almost constantly. The speech 
is drawling, articulation is fair. 

All the cranial nerves are normal except 
for diminished sense of smell and _ taste. 
Fundi normal. 

Motor System: Some atrophy and moder- 
ate flaccidity of all muscles of forearm and 
carpae interossei. Motor power is markedly 
decreased, particularly on right arm and 
hand; there is no evidence of paralysis in 
the upper extremities, the change is prin- 
cipally a weakness or loss of power, or 
strength. There is present a fair amount 
of ataxia in the arms; lower extremities 
are too weak and painful to permit per- 
formance of tests, though there is appar- 
ently a lower motor neuron paralysis of 
both lower extremities with contractures of 
the muscles in flexion. 

Reflexes: The deep tendon reflexes of 
jaw, elbow and forearm are present and 
slightly diminished. Those of lower ex- 
tremities can not be elicited because of pain. 

The superficial of corneal and pharyngeal 
reflexes are normal. Those of abdomen not 
present. There is vesical and rectal incon- 
tinence. The skin suggests atrophic changes. 
There is pitting edema of the feet. 

Sensory System: Hyperesthesia over soles 
of feet. Diminished sensation of pain and 
touch in both forearms. Disturbed sensa- 
tion of pain and touch in both legs te 
knees. Hyperesthesia of palms. Disturbed 
appreciation of hot and cold below 5th rib. 
(This is inconstant.) 

The patient continued to grow constantly 
worse and finally developed hypostatic pneu- 
monia and died, July 4th, 1928. 

The Clinical Diagnosis was: 


Plumbism. 





Posterior Root Radiculitis. 

Myositis. 

Hypostatic Pneumonia. 

Aortitis. 

Chronic Interstitial Nephritis. 

Cystitis. 

Atrophy of the organs of reproduction. 


Autopsy REPORT 
Drs. P. Brindley and C. B. Sanders. 


The body is that of an elderly white 
woman about fifty years of age. The 
body is embalmed and rigor mortis is 
present. The pupils are dilated and 
equal. There is sordes about the 
mouth and the gums show a bluish 
stain along their margins about the 
teeth. 

There is marked emaciation of the 
entire body especially of the legs and 
arms. There are contractures of the 
legs and arms and they cannot be 
straightened out. There is_ rather 
marked edema of the feet and legs so 
that they pit on pressure. There are 
bed sores over the buttocks. On the 
anterior abdominal wall to the right 
of the mid-line and extending up from 
the umbilicus there is a scar about 15 
cm. long. Dense fibrous adhesions are 
present between the under surface 
of the liver and the transverse colon. 
There is absence of the gall bladder 
and appendix. Rather dense fibrous 
adhesions between the capsule of the 
liver and the surrounding structures. 

Heart: Gross: Weight 200 grams. 
The right side shows a slight amount 
of dilatation. All of the chambers are 
filled with post mortem clots. The 
mitral and aortic valves show a slight 
thickening of their margins. There 
are several raised yellowish patches in 
the first part of the aorta. Microscopic: 
some of the muscle fibers appear 
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larger than normal and show large 
nuclei, but many of the fibers are of 
normal size or smaller than normal. 
There is apparently a slight increase 
over the normal of the golden yellow 
pigment found at the poles of the nu- 
clei. A slight overgrowth of connec- 
tive tissue is present. 


Lungs: There are a few petechial 
and ecchymotic hemorrhages beneath 
the pleura of the left lung. The 
posterior portion is of a dark red color 
and on cut section shows an excess of 
blood tinged fluid. There are several 
areas in the lung which show a de- 
crease in crepitus. The right lung is 
similar to the left and in addition 
shows, on cut section, multiple areas 
of consolidation which stand out 
above the neighboring cut sur- 
face. There are several small grey- 
ish nodules in the upper lobe 
which look like healed tubercles. There 
is a small dark red wedged-shaped 
area in the lower margin of the upper 
lobe. The mediastinal nodes show 
greyish areas of caseation and also a 
large amount of coal pigment. Micro- 
scopic: the vessels are filled with 
blood. Some of the bronchi contain 
many polymorphonuclears and des- 
quamated epithelium. Neighboring 
alveoli also contain a similar inflam- 
matory exudate while many of the 
alveoli still further away from the 
bronchi are partly or completely filled 
with a serous fluid intermixed with 
fibrin and red blood cells. A few 
pigmented cardiac failure cells are 
present. The mediastinal nodes con- 
tain black granules of pigment, appar- 
ently coal pigment. There is also a 
definitely walled off partially healed 
conglomerate tubercle. 


Spleen: Gross: weight 338 grams. 
On section there is an excess of blood 
and fibrous tissue. The pulp is soft 
and can easily be scraped away by the 
knife. Microscopic: there is a rather 
marked excess of blood. The pulp is 
increased in amount and there is a 
marked amount of yellowish brown 
pigment both within the phagocytic 
cells and between them. The central 
splenic arteries are thickened and 
fibrosed with hyalinization of the 
fibrous tissue. There is fibrous tissue 
over-growth with hyalinization in the 


trabeculae. 


Liver: Gross: weight 1,700 grams. 
The liver has rounded edges. On cut 
section, there is an excess of blood and 
the liver has a mottled nutmeg appear- 
ance. Microscopic: in scattered areas 
the liver cells show a fatty infiltration. 


Kidneys: Gross: weight 200 grams. 
The capsule strips with difficulty leav- 
ing a roughly and finely granular sur- 
face with several subcortical cysts 
present which are about 10 mm. in 
diameter. On cut section there is a 
slight thinning of the cortex. The 
right kidney is similar to the left. 
Weight 200 grams. Microscopic: the 
vessels are distended with blood. Some 
of the glomeruli show enlargement. 
Congestion of the glomerular vessels, 
and swelling of the endothelial cells. 
The tubules, especially the loops of 
Heule and collecting tubules, show de- 
generation, desquamation and some ne- 
crosis. Some increase in interstitial 
tissue is seen especially in the cortex. 


Adrenals: show nothing unusual. 


Pancreas: Gross: shows nothing 
unusual. Microscopic: there is an in- 


crease in fibrous tissue in the walls 
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of the ducts. The vessels are distended 
with blood. 


Genito-Urinary System: Gross: the 
bladder contains about 50 cc. of a 
turbid urine. The mucosa is congested 
and shows many petechial and ecchy- 
motic hemorrhages. There is a de- 
posit of a muco-purulent exudate on 
the mucous membrane. 


The Uterus: Gross: is smaller than 
normal and the walls are atrophic and 
The ovaries are small and 
fibrotic. Microscopic: the uterine 
muscle is atrophied and there is an 
increase in fibrous connective tissue. 
The glands are atrophic. There are 
many lymphocytes in_ the 
metrium and a less number in the 


fibrosed. 


endo- 


myometrium. 


Gastro-Intestinal System: Gross: 
the stomach contains a small amount 
of mucus and food. There are many 
petechial and ecchymotic hemorrhages 
in the mucosa. The rectum contains 
dark black fecal material. There are 
some petechial and ecchymotic hemor- 
rhages in the mucosa of the colon and 
small intestine. An excessive amount 
of mucus is present in the color. There 
are also a few small ulcers in the colon. 
Microscopic: small hemorrhages are 
seen in the mucosa, and in areas we 
find absence of superficial portions of 
mucous membrane. 


Central Nervous System:* Gross: 
the brain and cord show nothing un- 
usual grossly. Microscopic: different 
sections of central nervous tissue, pos- 
terior root ganglia and _periphereal 
stained with Harris’ 
Heiden- 


nerves were 


hematorylin and _ phloxine; 





hain’s iron hematoxylin; and Weigert's 


myelin sheath stain. 


The brain showed nothing unusual. 
The spinal cord showed many of the 
anterior horn cells atrophied and de- 


generated with a_ faint 


rather diffuse 


some instances completely replaces the 
Certain ganglion cells 


faded nucleus. 


in the nucleus dorsalis showed slight 
evidence of degeneration. The poster- 
ior root ganglion cells contained a 
large amount of yellowish brown def- 
initely granular pigment arranged per- 


inuclearly. 

wise stained well. 
The _ periphereal 

nothing unusual. 


nerves 


Anatomical Diagnosis: Atheroma of 
the aorta; Chronic mitral and aortic 
valvulitis; Chronic fibrous pleurisy; 
Hypostatic congestion and pneumonia; 
Hypostatic 
lymphadenitis ; 
splenitis ; Chronic glomerulo-nephritis : 
Atrophy of the uterus, tubes and ova- 
ries; Petechial and ecchymotic hemor- 


congestion; Tuberculous 


Chronic interstitial 


rhages of mucous and serous mem- 
branes ; Hemorrhagic cystitis ; Surgical 
absence of the gall bladder and appen- 
dix. 


_ Microscopic Diagnosis: 


Heart: slight hypertrophy, with be- 
ginning later atrophy. 


Lungs: hypostatic, lobular 
monia, tuberculosis of hilus nodes. 


Anthracotic pigmentation of nodes. 


pneu- 


Spleen: congestion, increased pig- 
ment, with a slight chronic interstitial 
splenitis. 


Liver: fatty infiltration, slight. 


yellowish 





pigmentation that in 


The ganglion cells other- 


showed 
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Editorial 


Dessicated Stomach in the Treatment 
of Pernicious Anemia 


Following Castle’s demonstration 
that the stomach of normal individuals 
secreted a substance which could de- 
velop a blood-maturing principle from 
meat, Sturgis, Isaacs and Sharp be- 
gan experiments to determine the nat- 
ure of the material in the stomach 
which could produce a hematopoieti- 
cally active substance. Sharp, on the 
basis of an original theory, decided 
that the feeding of stomach should 
have the same effect on patients with 
pernicious anemia as liver. A prep- 
aration was made by dessicating fresh 
whole hog stomach and defatting with 
petroleum benzine, so that 30 gm. 
of the final material represented 218 
gm. of the fresh tissue. This prep- 
aration has very little odor, and prac- 
tically no taste. Daily feedings of 
from 15 to 30 gm. of this prepara- 
tion in suspension in water were given 
to three consecutive patients with typi- 
cal pernicious anemia. One of these 
patients, a man, aged 57 years, had 
been treated with a preparation of 
liver extract about two years previ- 
ously, receiving about 6 vials daily, 
representing the extract from 600 gm. 
of fresh liver. At that time his ini- 
tial red blood cell count varied be- 
tween 800,000 and 1,000,000 per cubic 
millimeter, and his maximum reticu- 
locyte count was 16 per cent on the 
tenth day of treatment. He developed 
a complete remission, but later had 


a complete relapse after discontinuing 
the treatment. With an initial red 
cell count of 1,200,000 per cubic mil- 
limeter and a hemoglobin of 29 per 
cent, he was placed on 30 gm. of dried 
hog’s stomach, with a resultant maxi- 
mum rise of 18.8 per cent of reticu- 
locytes on the seventh day. He was 
fed 30 gm. daily of dessicated whole 
stomach from the first to the twenti- 
eth day; from then on he was given 
15 gm. of the substance daily. No 
hydrochloric acid was given. Daily 
counts of the reticulocytes after the 
twenty-fourth day showed a variation 
of from 0.1 to I.1 per cent. On the 
forty-sixth day the red blood cell 
count had risen to 4,430,000 per cubic 
millimeter, the hemoglobin to 76 per 
cent. The white blood cells had risen 
from 2,400 to 5,400 per cubic milli- 
meter; and the patient showed a 
marked subjective and objective im- 
provement, which began early in the 
course of the treatment. The sec- 
ond patient was under observation for 
fourteen days only. Given the same 
treatment of 30 gm. dried hog’s stom- 
ach daily, at the end of twelve days, 
his red cell count and hemoglobin 
had risen, the patient felt greatly im- 
proved and left the hospital. The 
third case was a man, age 26 years, 
with an initial red blood cell count 
of 1,470,000 per cubic millimeter, a 
white blood cell count of 7,500 and 
a hemoglobin of 35 per cent, who was 
given 30 gm. daily of the dried stom- 
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which had been defatted with 
petroleum benzin. In addition the pa- 
tient received 4 cc. of dilute hydro- 
chloric acid in 250 cc. of water with 
each meal, but this was not taken at 
that the 
There was a very 


ach 


the same hours dessicated 
stomach was given. 
rapid and remarkable 
similar to that observed in patients 
with pernicious anemia following the 
use of liver. In nineteen days the 
red blood cell count rose to 3,240,000 
per cubic millimeter, the white blood 
cells were 4,300 per cubic millimeter, 
and the hemoglobin 60 per cent. In 
all three of these cases no liver or 
liver extract had been given for two 
months or longer before the treatment 


improvement 


with dried stomach had begun. From 
the well known occurrence of spon- 


taneous complete remissions in the 
course of pernicious anemia, with re- 
turn of blood to normal condition and 
the conversion of a megaloblastic mar- 
row into a normocytic marrow, these 
cases are all too insufficient evidence 
upon which to base as yet unqualified 


statements as to the value of dessi- 


cated stomach feeding, and as to 
whether it will replace the use of liver 
and liver extract. This new treat- 


ment must be tried out on a sufficiently 
large number of cases in order to 
exclude the possibility of spontaneous 
absolute remissions so characteristic 
of pernicious anemia. Should it be 
proved by further investigations that 
the remissions are not 
but are due to the use of dessicated 
hog’s stomach, a great advance in the 
treatment of pernicious anemia _ will 
Tasteless and prac- 


spontaneous, 


have been made. 
tically odorless, the new preparation 
will have a great advantage over the 
use of liver and liver extract, and the 
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treatment should be much less expen- 
sive than that with liver. Hogs’ stom- 
not much 


achs believe, of 


commercial value at the present time, 


are, we 


representing practically waste materi- 
al. The and 
defatting will add but little to the 


process of dessication 
cost of the preparation, so it is to be 
hoped that further investigation as to 
the remission-provoking power of the 
dried hog’s stomach product will be 
as successful as these three prelimi- 
nary observations promise it to be. If 
the hog’s stomach be shown to con- 
tain an active hematopoietic substance, 
as apparently do liver and kidney, it 
is interesting to speculate with the 
idea that pernicious anemia patients 
have lost, or have never had, the abil- 
ity to secrete within their stomachs a 
substance which has the power to pro- 
duce a blood-maturing material from 
food 
what 
same principle. 
why not the hog’s intestine? 


The question also arises as to 
tissues may contain the 
If the hog’s stomach, 


other 


Eleventh De ( ennial Pharmacopo tal 
Convention 


This Convention for the revision of 
the Pharmacopoeia of the United 
States has been called for May 13, 
1930 in Washington, D. C. All dele- 
gates must register at least sixty days 
before the Convention, the latest date 
registration being set at 
As is always the 


for such 
March 14, 
case when the time for a new Phar- 
macopoeia approaches there is more 
or less discussion as to the extent of 
the present day use of deleted phar- 
A number of ef- 


1930. 


macopoeia drugs. 
forts have been made in the past to 
secure exact facts upon which to base 
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correct judgments for the U. S. P. 
Scope, and the Committee on Revi- 
sion is again issuing an appeal for 
help in making such a study. To ac- 
complish this end they have issued 
a questionnaire, which has been sug- 
gested by various physicians of the 
Committee, as a check upon the de- 
cisions of the past twenty years as 
to what products which were official 
in the Eighth or Ninth Revisions, but 
were not admitted to the U. S. P. X., 
are in professional demand, and what 
is the extent of this demand. Physi- 
cians and pharmacists are earnestly 
invited to coOperate in this survey. 
There follows a long list of the medi- 
cinal products which were official in 
the Eighth and Ninth Revisions but 
were omitted from the Tenth. Physi- 
cians are asked to mark “O,” indicat- 
ing “Often,” “R” indicating ‘“Rare- 
ly” or “N” meaning “Never,” after 
each of the items listed, to indicate 
the personal use of the item in their 
practice. Pharmacists are first asked 
the number of times the products 
listed have been ordered on the last 
300 prescriptions they have filled. 
While 300 prescriptions are mentioned 





as the minimum number to examine, 
it is urged, that whenever possible, 
this number be increased to 500 or 
1000, or even more. But the num- 
ber examined must be clearly indi- 
cated, and these must be in sequence, 
filed, and must be of the current 
year, 1929. Secondly, pharmacists 
are asked to indicate if any of these 
items have been called for over the 
counter by laymen, during the year, 
1929, and, if possible, how often. 
There is also space for additions, in 
which the physician is asked to insert 
the titles of such therapeutic agents 
of the “newer materia medica” that 
he would recommend for inclusion in 
the next Pharmacopoeia. Copies of 
this questionnaire will be sent to any 
one who is interested on addressing 
E. Fullerton Cook, Chairman of Re- 
vision, United States Pharmacopoeia, 
Tenth, 636 South Franklin Square, 
Philadelphia. These questionnaires are 
to be returned before December 31st, 
1929. It is desirable that physicians 
interested in the revision of the Phar- 
macopoeia should assist the Commit- 
tee in furnishing such facts as are 
above requested. 
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During Remission Stage of Perni- 
3y I. ZapEK (Klin. Woch- 


1527). 


Death 


cious Anemia. 
enschrift, August 13, 1920, p. 
That pernicious anemia is a chronic dis 
ease characterized by striking spontaneous 
remissions and recidives has long been r« 

ognized. During such remissions it has been 
frequently observed that the blood picture 
may return to normal or approximately so; 
the charac 
teristic of the disease may disappear wholly. 
Since the introduction of the liver-treatment 


hyperchromatic megalocytosis 


improvement occur much 
the 
examination 


such periods of 


frequently than in past, during 
which the 
none of the blood changes characteristic of 
When a patient is ex- 


remission 


more 
hematologic shows 
pernicious anemia. 
amined during such stage 
the diagnosis of pernicious anemia by means 
of the blood examination is not possible. 
Only the presence of the accompanying clin- 
ical symptoms of achylia gastrica, funicular 
myelitis, myocardial degeneration and glos- 
sitis, which are not affected by the liver- 
treatment, will lead to the suspicion of a 
The occur- 

remission 


a of 


remission-stage of the disease. 

of absolute 
stages of pernicious anemia without charac- 
teristic hyperchromatic myelocytosis 
emphasized by Zadek before the discovery 
of the liver treatment. The brilliant results 
of the new therapy have fully confirmed 
his views as to the assumption that perni- 


rence spontaneous 


was 


cious anemia is not a primary disease of the 
bone-marrow. Zadek long before the liver 
treatment of the disease had demonstrated 
the occurrence of a metaplasia of the mega- 
loblastic bone-marrow of the fully-blown 
and recidive stages of the to the 
fatty marrow of the remission stages by the 


disease 


direct examination of marrow removed 
irom the living patient. The earlier views 
assumed a megaloblastic or megalocytic 


regeneration for the period of remission, 
and a persistence of megaloblastic marrow 


in this period. The normocytic blood-for- 


380 





1ation remission period must lead 
to a denial of this view, for it stands to 
reason that an orthochromatic, normocytic 
blood-picture, without macrocytic or mega 
locytic hyperchromia, without increased vi 
tal staining, and with physiologic blood 
volume index must dicate a physiologic 
condition on the part of the blood-forming 
tissues. In confirmation of his views « 

cerning the normal state of the bone-mat 
row during the remission period, Zadek re 
ports the study of two cases dying during 
the ret ion period, one without liver t1 

ment and one with it. In the bone-marrow 
of the first case megaloblasts were com 
pletely lacking, and normoblasts were abun- 


dant, with many erythrocytes and nests of 
granul cytes between the fat-areas. Mega- 
karyocytes were present. In the second case 
the 


cytes 


showed abundance of erythro- 


mar©r< 


without megalocytes, and numerous 


erythroblasts, predominately in the form of 
small normoblasts with small clumped thick 


nuclei. Between these there were nests of 
granulocytes with a striking abundance of 
eosinophile myelocytes, but only occasional 
myeloblasts. Megaloblasts were wholly ab- 
It is of especial interest to note that 
of this patient 
had been examined during 
full-blown f 


then showed erythrocytes 


sent. 


the sternal marrow second 


the 
it 


life during 


that 


the disease and 


+ 


stage oO 


with slight ani- 
socytosis and rich polychromasia, megalocy- 
forms to 
Death 
curred from influenza after a year on liver 


Marrow taken 


tes, normoblasts, and transitional 


macroblasts and megaloblasts. oc- 


diet with complete remission. 


the at the point of original 
wholly different 


It is interesting 


from sternum 


puncture was cytologically 


that first 
that 


examined 
both of 


during a remission stage of pernicious ane- 


from 


to note in these cases dying 


mia the specific megaloblastic character of 


the bone-marrow should be wholly absent. 


In the case that had been treated with liver 
1 eosinophile myelocytes in the 


the increase it 





390 


bone-marrow corresponded to the frequent- 
ly observed eosinophilia of the remissions 
due to liver treatment. Since it may be 
assumed that cases of death through inter- 
current diseases during absolute remission 
periods of pernicious anemia due to liver 
treatment will more frequently come to au- 
topsy, it is highly desirable that they be 
studied for further information as to the 
nature of the remission and of the relation- 
ship between hemolysis and regeneration. 
Zadek believes that it is highly desirable 
that a thorough microscopic analysis of the 
organ changes (anadenia ventriculi, funic- 
ular myelitis, papillitis and atrophia ling- 
uae, haemosiderosis hepatis, myo-degeneratio 
cordis, etc.) accompanying the full-blown 
stage and the recidives should be carried out 
in the stage of absolute remission for the de- 
termination of a possible improvement of 
these conditions through the liver diet. It 
would be of great interest to determine 
through exact investigations whether, and to 
what extent, the individual organic complica- 
tions of pernicious anemia are reversible in 
the period of absolute remission. 


Constitutional Infantile (Pernicious-like) 
Anemia. By E. UEHLINGER (Klin. Woch- 
enschr., August 6, 1929). 

The author reports a case of infantile, 
constitutional anemia, pernicious in charac- 
ter, occurring in a boy of 6 years. The 
cause of the anemia was regarded as the 
result of a quantitative underdevelopment 
of the red bone-marrow, without change of 
bony structure. The blood-forming marrow 
present was completely capable of function- 
ing, but its total mass was greatly reduced. 
This red blood cell-forming marrow was 
limited to the shaft and upper diaphysis 
of the femur, and to small islands in the 
vertebrae. All other marrow spaces were 
filled with fatty tissue only (lipomatosis ex 
vacuo). The bony substance was neither 
increased nor lessened in amount. There 
was no increase in hemolysis. The result 
of the hypoplastic marrow is a high grade 
anemia and leukopenia, and a diminution in 
the number of blood-platelets. When their 
number falls below 45,000 hemorrhagic dia- 
thesis appears as the first symptom; this 
intensifies the anemia. The marrow pres- 
ent attempts to cover the loss through re- 
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generation, but because of its small mass 
is unable to do so. There is an intense post 
hemorrhagic regeneration, which leads to 
anisocytosis, poikilocytosis, polychromasia 
and macrocytosis. The iron set free through 
blood destruction is made use of in the re- 
generation, so that the hemosiderosis of the 
spleen, liver and bone-marrow is very slight. 
The thrombocyte count falls quickly because 
of the repeated hemorrhages and _ insufh- 
cient regeneration. The hemorrhagic di- 
athesis becomes more general, and increases 
to a final fatal hemorrhage. This case pre- 
sented multiple malformations in various 
years; absence of left thumb, hypoplasia of 
left thumb, absence of right kidney, ab- 
normal left kidney, aplasia of right semi- 
nal vesicle and right-sided genitalia, rudi- 
mentary appendix, incomplete lung lobula- 
tion and bristly hair. This multiplicity of 
malformations speaks for a vitium primae 
formationis. This disturbance occurred dur- 
ing the period of organ-development, since 


the single tissues were functionally cap- 
able. This form of anemia may be famil- 
ial. The clinical picture is predominated 
by the hemorrhages in skin and mucous 


membranes resulting from the thrombopenia 
due to the poverty of blood. From perni- 
cious anemia the condition is differentiated 
by the absence of remissions, megaloblasts 
and urobilinogenuria, and by the age. Per- 
nicious anemia under 10 years is extremely 
From splenic anemia it is differen- 


rare. 
tiated by the normal-sized spleen and liver, 
the leukopenia and the age; from hemo- 


philia by the normal coagulation time; and 
from hemolytic anemia by the normal 
spleen, normal resistance of the red blood 
cells and the lack of increased hemolysis. 


Both this form of constitutional, infantile 


anemia and the essential thrombopenia 
of Frank begin with a hemorrhagic 
diathesis. In the infantile anemia the bone- 


marrow damage is not limited to the mega- 
karyocytes, but in the later stages of the 
disease attacks the whole erythropoietic sys- 
tem, and leads to a marked change in the 
red cell picture, which may be so marked 
that megalocytes and megaloblasts may ap- 
pear. In the case described by Uehlinger 
the changes in the hypoplastic bone-marrow 
regen- 


were limited to those of a marked 
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riments no difference was observed in the 


action of the serum as far as the presence 
was concerned. 


or absence of phagocytes 


In most of the normal sera the degenera- 
tion phenomena on the part of the spiro- 
after hours, and were 
In half of the 


beginning of 


chetes began three 
completed after five hours. 
secondary-syphilitic sera the 
the degenerative phenomena occurred in ten 
minutes and death of 


complete after thirty minutes. 


the spirochetes was 
In the other 


half of the sera from secondary syphilitic 


cases the death-phenomena began aiter one 
and a half hours and were completed after 


one and a half to two hours. Only in one 


case was the two hour period observed. 


Investigation of this case, which has been 


believed to have been untreated, showed that 
the patient before entering the clinic had 
already had 2 gm. of neosalvarsan and numer 
ous bismuth injections. The sera from the 
cases of paretics behaved in the same man 
sera. In the two cases 


ner as the normal 


of cerebral syphilis, the appearance of 
death-phenomena took place extremely quick 
ly. In these two cases the spirochetes used 
were taken from a culture. Only in these 
two sera was any difference shown between 
the phagocyte-containing and the phagocyte- 
free sera. In the latter the spirochetes re- 
mained unaltered essentially longer than in 


the sera containing phagocytes. It would 


appear from this that the spirochetes ob- 
tained from culture were more susceptible 
to cell action than those obtained from the 
Gallinek’s 


with 


animal body. Hauptmann = and 


investigatt ms, therefore, agree those 


of Cohn, in that the sera of normal cases 
and of paretics contain no immune bodies. 
This 


to the 


confirms the view of Hauptmann as 


immunity-weakness of the paretic 
organism. QOn the other hand the work of 
Cohn 


with 


which shows that paretics treated 


killed cultures of spirochetes produce 


immune-bodies would seem to contradict 
Hauptmann’s views, but the latter does not 
find Cohn’s 
dict his insufficient 


the part of the metaluetic organism, instead 


anything in result to contra- 


view of an defence on 


of an immunity-weakness, which is more 


of a constitutional conception, but which 


can also take place, in that a less virulent 
an organism 


spirochete race may excite in 


defence, a less active 


capable of 


defence 
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response. In effect this amounts to the 


same thing as when a constitutionally de- 


fence-weak organism cannot produce suff- 


cient defence against a highly virulent spi 


rochete race. Hauptmann’s theory of a 


less virulent spirochete race as the cause oj 
metalues is only a modern expression of the 
old theory of “lues nervosa.” If the Cohr 


finding of the formation of immune-bodie 


in paretics treated with cultures of spire 
chetes and the absence of such bodies 1 
untreated cases be confirmed, the “insuft 
cient defence” of the metaluetic in Haupt 
mann’s theory may be taken to mean 

insuficient stimulation on the part of th 


weakly virulent spirochete race. Before this 
question can be wholly decided, furthe: 


investigations must be carried out to sh 
whether the cultures of spirochetes used | 


inoculated 
] 


Cohn are more virulent when 


into rabbits than are spirochetes cultivat 


from animals; and, further, whether thi 
immune-body production towards these cul 
ture spirochetes is stronger in secondat 
syphilitics than in paretics If this be the 
case, Hauptmann’s conception of the consti 


tutional weakness in defence of the paretic 


is confirmed. All defence on the part 


the paretic organism is not wanting, it is 


present in part, as the occasional presence 
of gummatous formations in the paretic 
brain shows, and the occurrence of skit 


manifestations in the secondary stage of the 
paretic. If the Hauptmann and 
Gallinek be 
syphilitic and the brain syphilitic in the sec- 


work of 


confirmed that the secondary 


ondary stage produce immune-bodies, while 


paretics do not produce such, it must be 
granted that one of the essential compo- 
nents of paralysis is a defective defence. 


defective defence is a « 


Whether this 


stitutional weakness or whether an _ insufh- 
cient stimulation of a weakly virulent s] 
chete is the cause must be left for future 


investigations to determine In conclusion, 


there are present in the serum of secondary 
syphilitics and tertiary brain syphilitics 


mune-bodies; in paretics none are prese! 


in the serum, or, if present, only in small 


amounts, as in the serum of normal cases 


In paresis this insufficient defence on the 


part of the organism plays an important 
role; whether due to constitution o1 a 
weakly virulent organism remains he 


decided. 
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md Treatment. By Wa.rer M. Stmpsox, There has bee mortality of nearly 4 per 
M.S., M.D., F.A.C.P., Director of th nt; in other es there has been a vet 


Diagnostic Laboratories, Miami Valk conval ce with the developm«s 
Hospital, Dayton, Ohio; Formerly Senior hrot Ip tive r gi lomatous I 
Instructor in Pathology, Universit ot ions te requentl t 1 ked 
Michigan. Foreword by Enpwarp Fra prostrat bilit | ncubati pe 
Surgeon, United States Public Healtl riod ri rom ¢ ( { ne we rhe 
Service. 178 pages, 53 text illustrations nset dd requentl rrippe-lil 
ind 2 colored plate Ss With comple te hil I te! ‘ t ct clinical type exist 
hography Paul B H eber, Ing Ni I Icer l lar the cu olandular tine 
York, 1929. Price in cloth, $5.00 dular t the typhoid tvp« ] 
his book is fortunate in appearing ¢ t 
t] psychologic moment Regarded serious featul t the disease mi 
rare disease in 1924, during the last five pl ¢ € prin le that 
vears, Tularemia has been shown to have t lective I Lhe 
a world-wide distribution, and to be of I ms al ind fi the 1 il 
requent occurence im man as to assume lymphi ¢ pl ‘ Fox 
position of distinct clinical importance: ' ct ‘ 
history of this disease has been spectacular vith peripheral epithelioid and fibroblastic 
in the extreme From its discover ‘ . t ; 
California ground squirrel by McCoy, it simil aren nd 
1910, up to the present time over 800 cass tubercul: ( ng t 
have been reported in the District of Colun lesior P ly the I tulare 
bi ind in every state ot the Unior vith mia il { . ‘ sed vil tiie nirective 
the exception of New England, Delawar« lor ‘ne ne ret kable  t¢ 
and Washington : and over 1000 Cases > ‘ ts eque 
recently been observed i mal im Rus a . ers 1 hie 
and a smaller number of cases in Japa diag . ‘ pe ¢ made 
t s been shown to be widely distribute t e sl ld 
ture in a great variety of animal x ture lure 1 
ccurring chiefly in an infectious bactet recognize tl lisea Dr. Simpson's part 
emia of rodents due to the Bacterinu tulay n the sto! tularemia has also beet 
particularly in wild rabbits. fron S spect he ris he disease 
which it is commonly transmitted 1 rom com] tive bscurit ts present 
tl h direct contact with the tissue yromuine ' " e and a 
b fluids of the infected animal covert OL Case I nd 
through indirect transmission from animal bout D VU Lhirty-tw i the p 
n by means of certain ticks or flies tient d a disease during the 
Be s the wild rabbit the infectior abbit se 27 qd 1925; the re 
he und to exist in nature among sheep. Ma ii a Tere rom unrecognized tu 
. its, opossums, water rats, ground laret e time during tl previous 
squirrels, wild mice, wood-chucks, ruffled twenty year It was his Dayton experi 
SI and quail. In man the infection has ence tl if torms§ the 1¢ undatio1 matter ot 
be requently confused with influenza. the present | | vhich is abundant! 
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lustrated by material taken from this expe 
rience. The whole story of tularemia trom 
its beginning to the present time is clearly 
and concisely told in this hook. While 
based primarily upon his personal experi 
ence, the book includes an excellent sum 


knowleds 


mary of all our present 
the subject, brought fully up to date, and 


including a iull bibliography of th 
This work will undoubtedly become a clas 
sic upon the subject. First in the field, it 
achieves merit for its completeness and logi 
cal arrangement, conciseness of treatment, 
with all of the important facts included, 
and nothing omitted. The book is printed 
in the usual excellent manner by Hoeber 
and the illustrations are similarly well done. 
It is a necessary book for the library ot 


the up-to-date physician. 


Rickets, Including Osteomalacia and Teta 
By Aurrep F. Hess, M.D., Clinical Pro 
fessor of Pediatrics, University and Belle 
vue Medical College, New York City. 485 
pages, 52 illustrations. Lea and Febiger, 
Philadelphia, 1929. Price in cloth, $5.50 
The publication of a new book on rickets 

is justified by the fact that since IQIS a 

new era has been created—that of the New 

er Rickets, which has made many time 
honored theories in the textbooks no longer 
tenable. Two discoveries have contributed 
to the birth of this Newer Rickets, neither 
of which has depended in any way upon 
the other. The first came from the bi 
logic laboratory, and consisted of a method 
of inducing rickets experimentally in ani 
mals, rendering it possible to study various 
aspects under conditions which are subject 
to exact control and modification This 
technique made it possible for the first time 
to gauge the comparative etiologic impor 
tance of faulty hygiene and diet. The sec 
ond factor, closely following the first, was 
the discovery that the lack of ultra-violet 
light or energy plays the dominant role in 

the causation of rickets, and that it is a 

specific agent for prophylaxis and cure. 

From the date of these discoveries rickets 

has been the object of intense investigation 

in many medical clinics and experimental 


laboratories Interest in the disease was 


further stimulated by the discovery almost 


ilso exert their remat 
lv—that thev can en 


foods with antirachiti 


has been shown. that 
ergosterol could be icti) 
able degre This kt ] 


available new method 
cessitated a revision 
the chemical ict 
twelve years Hess 
workers have been in 
gaged in investigatior 
The results of this 
lished in a large nun 


oO various peri dica 


features of the wor 


been reappraised at il 
present volume. Thx ( 
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Throughout the book, 
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weighed and appraised in 


cal expr rience he ( 
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historical review has he 
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recognition of renal and 
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cic therapy of these two closely relate 
lisorders. During the past five vears 

fantile tetany has also been studied inte 
sively from the standpoint of the acid-has« 


equilibrium, and has been rendered mu 


amenable to 


more treatment through the 
introduction of the use of acid therapy, as 
well as of ultra-violet light. While realiz 


ing that our knowledge of rickets is tar 
from complete, and that new and imp 

tant aspects may be discovered in the not 
far distant future, particularly with regard 


to pathogenesis, the author considers that 


so much has been accomplished during the 


remark rie 


points 
of view that the time for publication seemed 


past decade, with a_ resultant 


change in our clinical and scientific 


fitting. The book consists of a most excel 


lent survey of all the information available 
upon rickets at the present time The 
torical survey of the subject is well writtet 
| of great interest. Most important 
all is the full discussion of the worl 
the last decade on rickets and allied 
ditions from the new standpoints of diet 
ultra-violet irradiation This resume 


rickets” 
the 


fi the “newer makes the book 


it value to and we 


The 


ecome a 


internist 


nutrition information contained in it 
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sos of the Thy id Gland By A} HUT 
Hrrrz_erR, M.D., Surgeon to the Hal 
tead Hospital With a Chapter on He 


tal Management of Goiter Patients by 


or k. Cuesky, M.D., Associate Sur 
n to Halstead Hospital. Second Edi 
Entirely Rewritten. 286 pages, 15 


cc 


1929 


Mosby 


Price in cloth, $7.50 


/ 


trations. 
us, Mo.. 


edition 


Company, St 


new presents the result 


tinuation of the studies contained 


revious one The conclusions presente 


been arrived at only after a co 


nstant 


rison of the clinica! picture, the p 
and a repeated examination of th 


The work is 


experience and 


In aiter vears. based 


ndividual opinion 


lated hospital “untrammeled by the 
of others.” The contents are di 
nto the following chapters: Etiology 
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and joints, radiography, the blood, the duct- 
less glands, etc., less space is given, only so 
much has been allotted as is deemed neces- 
sary for the purpose of a general examina- 
tion. The chapter on laboratory interpre- 
tations is limited, in the main, to the inter- 
pretation of laboratory analyses by the pa- 
thologist, chemist, serologist or clinical lab- 
oratory specialist, while only the simplest 
technical methods are described. There are 
general chapters on the life insurance exam- 
ination, industrial examinations and the de- 
The illustrations 
actual photographs of 


tection of malingering. 
are of three types: 
examination and of 


particular 


methods of patients 
suffering with the 


scribed in the text; drawings calculated to 


disease de- 


Reviews 





emphasize the descriptions of certain con- 


ditions; and photographs of pathological 
memorizing of the 
book 


useful in 


specimens to aid the 
respective clinical descriptions. This 
contains an immense amount of 


formation. Its arrangement is good, and 


the material 
illustrated by a large number of 


is concisely expressed. It is 


pictures 
well adapted for showing the given condi 


tion, but which unfortunately suffer from 


the rather indistinct reproductions. Glazed 


paper has been used for the reproduction 


of the radiographs, and there are very much 


better than the illustrations given in the 


text. On the whole, this volume will be 


of service to the student of diagnosis. 
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1930 CLINICAL SESSION TO BE 
HELD IN MINNEAPOLIS 


The 1930 Annual Clinical Session of the 
\merican College of Physicians will be held 
in Minneapolis, Minnesota, during the week 
Dr. S. Max White, 
1009 Nicollet Avenue, Minneapolis, is the 


of February 10, 1930. 


local General Chairman of Arrangements, 
f 


and is busily engaged in the preparation « 
the program. The University of Minnesota 
Medical School and local hospitals through 
out Minneapolis are coOperating in placing 
their laboratories and clinical facilities at 
the disposal of the College. The afternoon 
and evening scientific sessions will be held 
in the public Auditorium, where also will 
be housed the Registration Headquarters, 
Exhibits, etc. The Curtis Hotel, located 
two squares from the Auditorium, will be 
headquarters for the Officers, Board of 
Regents and Board of Governors. Ideal 
facilities for the Session, the hospitality of 
the City of Minneapolis and the enthusiasm 
and earnestness of those making prepara- 
tions for the meeting combine to assure a 
most interesting and successful Clinical Ses 


sion for the coming winter. 


PAPERS DELIVERED BEFORE AN 
NUAL CLINICAL SESSIONS 
OF THE COLLEGE 


Scientific papers delivered before the An 
nual Clinical Session of the American Col- 
e of Physicians become the exclusive 
property of the College for publication in 
NALS OF INTERNAL MEDICINE. It is very 
portant, not only for sake of the Jour- 


nal, but also for the members of the Col- 
lege at large, to have a complete published 


record of all papers delivered at each Clin- 
ical Session. The ANNALS is the official 
V le of the College for the publication 


oi all such papers. 
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1929-30 DIRECTORY OF THE AMER- 
ICAN COLLEGE OF PHYSICIANS 
During the past summer, the Executive 

Se cretary, Mr kK. R 


the publication of a new and complete Di- 


Loveland, cé ympleted 


rectory of the College, and has distributed 
a copy to every member of record in good 
financial standing. Members with waiver of 
fees due to having passed the age limit 


py on subscription of one 


may secure a Ci 
dollar, fifty cents. 

The new edition of the Directory was 
printed in accordance with the instructions 
f the Committee on Directory and the 
Board Regents The contents of this 
edition have been limited to such important 


iographical data as space permits in a vol- 
ume of this size, and has been considered 
necessary and helpful for reference 
\lthough great effort was directed toward 
the elimination of errors, it is possible that 
some incomplete or imperfect data have ap 
peared Members are requested to advise 


the Executive Secretary of such errors in 


rder that later corrections may be made 


FILES FOR ANNALS 
The Executive Office at 133-135 S. 36th 


maintains a sup- 


VOLUME 


Street, Philadelphia, Pa., 
ply of box files specially made and indexed 
II of ANNALS OF INTERNAL 


Volume II was completed with 


for Volume 
MEDICIN! 

the June, 1929, Number, and should be pre- 
served in one of these Volume Files. The 


cost is 81.25 pe stpaid 


Dr. John H. Musser (Fellow and Presi- 
dent) delivered the annual oration in medi- 
cine, speaking on “The Normal and the 
Diseased Heart,” at the eighty-eighth anni- 
versary meeting of the State Medical So- 
ciety of Wisconsin at Madison during the 


week of September 9. 
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Dr. J. A. E. Eyster (Fellow), Professor 
ot Physiology at the University of Wiscon- 
sin, is author of a new book entitled “The 
Clinical Aspects of Venous Pressure,” re- 
cently published by The Macmillan Com- 
pany of New York City. 





Dr. George R. Minot (Fellow), Boston, 
is Editorial Advisor of The Macmillan 
Company of New York City in the publi 
cation of The Macmillan Medical Mono- 
graphs. The publications of The Macmil- 
lan Company are regularly announced on 
page 1 of the advertising section of this 


Journal. 


At the recent meeting of the California 
Medical Association at Coronado Beach, 
California, Admiral E. R. Stitt (Fellow), 
Dr. W. S. Thayer (Fellow) and Dr. John 
H. Musser (Fellow) were three of the six 
speaker guests at this, the fifty-eighth an- 


nual session. 


Dr. William A. White (Fellow), Super- 
intendent of St. Elizabeth's Hospital, Wash- 
ington, D. C., is Chairman of the Board 
of Managers of the Washington Institute 
for Mental Hygiene. 

Dr. Allen H. Bunce (Fellow), Atlanta. 
was elected a member of the Board of 
Trustees of the American Medical Associa- 


tion at its last meeting in Portland. 

Dr. E. C. Thrash (Fellow), Atlanta, has 
been appointed Chairman of the Reference 
Committee on Constitution and By-Laws of 
the American Medical Association. 


Dr. Cornelius Oliver Bailey (Fellow), 
Dallas, Texas, has been made a Fellow of 
the Royal Society of Arts, London. It is 
said that there are only seventeen American 
physicians who have been elected to this 


society. 


Dr. David C. Wilson (Fellow), has been 
appointed Associate Professor of Psychiatry 
and Neurology at the University of Vir- 
ginia. Dr. Wilson was formerly on the 
staff of the Clifton Springs Sanitarium, 
Clifton Springs, New York. 


Dr. Bernard L. Wyatt (Fellow), former- 
ly President and Director of the Desert 
Sanatorium and Institute of Research, an 
nounced the opening of an office in Tucso1 
Arizona, on October 1. Special attentior 
will be given to arthritis and rheumatoid 


conditions. 


Dr. Donald R. Ferguson (Fellow), Phila 
delphia, is author of an article which ap 
peared in the August Number of the 
Hahnemannian Monthly, entitled, “Massive 
Collapse of the Lung Secondary to Bro 


chogenic Carcinoma.” 


Dr. Arthur L. Holland (Fellow), New 
York; Dr. W. W. Herrick (Fellow), New 
York; and Dr. George E. Brown (Fellow), 
Rochester, Minn., were among the guest 
speakers at the Fifth Annual Clinical Con 
gress of the Connecticut State Medical So 


ciety at New Haven during September. 


Dr. Harlow Brooks (Fellow), New York, 
is Chairman of the Second Annual Grad- 
uate Fortnight of the New York Academy 
of Medicine, being held October 7-10. 
Among Fellows of the College offering pa- 
pers or lectures are: 

Dr. Max Einhorn 

Dr. Charles A. McKendree 
Dr. Charles F. Tenney 
Dr. Joseph Lintz 

Dr. Aaron S. Blumgarten 


Major Robert D. Harden (Fellow), Med- 
ical Corps, U. S. Army, has been appointed 
a member of the National Board of Medical 
Examiners, succeeding Col. Joseph F. Siler 
(Fellow), who has been detailed to the 
Panama Canal Zone for duty. 


The following Fellows of the College 
have been appointed members of the Board 
of Public Health Advisers for Illinois 
Governor Emmerson: Dr. James H. Hut- 
ton, President-Elect of the Chicago Medi 
cal Society; Dr. William A. Evans, former 
Health Commissioner of Chicago. 


Dr. William S. Baldwin (Fellow), | 
ain, Ohio, was recently elected President 


the Lorain County Health Council. 


rt 
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Dr. Rock Sleyste1 (Fellow), Wauwatosa, 1 Jan the commencement ot 
Wisconsin, recently addressed the Wal MeGill Montreal. Canada 
worth County Medical Society on “Nervous 
and Mental Diseases.” Dr. ( M. Pound (Fellow). Okl 

homa ( ‘ e Stephens County 

At the meeting of the American Coll Medi Societ rlow, Oklahoma, re 
of Radiology, at Portland, Oregon, during cently 
July, Dr. Rollin H. Stevens (Fellow), Ds 
troit, was elected President-Klect and Dr Dr Archibald Sinclair (Fellow), 
Albert Soiland (Fellow ), Los Angeles, was Honolul H is elected Secretary of 
re-elected Ixecutive Secretary tl Haw lerrit 1 Medical Association 

Dr. Curran Pope (Associate), Louisvill 
was honored by a testimonial dinner at the Dr. Ali Stengel ( Mastet Professor 
Annual Meeting of the American Electr Medicine at the iversitv of Pennsvl 
therapeutic Association at Indianapolis, Se] vania Me Si 1. member of the Med 
tember 11-13. ical B ( versitv’s Trustees and 

Chair Buildi Committee de 

Lt. Comdr. Elwood A. Sharp (Fellow) ivere t ip dress at the dedi 
has recently resigned his commission in thx cation of the Martin Maloney Medical 
U 3 Navy. Clinic Buil the Universit Pent 

svivai Hospital Philadelphia on Sep 

Capt. Frank L. Pleadwell (Fellow) has tember 2 lhe Clinic Building costs ap 
been transferred to the Receiving Ship, Nx proximate e mil dollars, and will 
York City. house the get lon cal outpatient de 

partment o1 ¢ versity Hospital, dis 

Lt. Comdr. Eben E. Smith (Fellow) has pensaric medical d allied groups, a 
been assigned to the U. S. S. Saratoga Hydro-theray d Psysico therapy Depart 

ment sper ] ard lor cases equiring 

Comdr. Lester L. Pratt (Fellow) pecia ( ind care, the Pepper Labora 
been assigned to the Navy Hospital, Wasl tory of Clinical Medicine and the John 
ington, D. C. Musser Department Research Medicine 

In addit t ldridge R. Johnson Foun 

Dr. Gerald B. Webb (Fellow), Colorac lation for Rese c] Medical Physics. 
Springs, is the Research Director of the provided t the giit ot S$8o00,000 by 
Colorado Foundation for Research in Tu Mr. Jol mer Presid the Vic 
berculosis. t Talking Macl Company, will occupy 

the entire floor The Card Vascu 
Col Aaron C. Conaway ( Associate ), lar, Gastt Intestin Chyroic Metabolic 
Marshalltown, Iowa, was in command ind Diabetic, Asthma, Pulmonary and B 
the three hundred and forty-seventh medi metric Clini vill be located in the new 
cal regiment at Fort Snelling, July 5-19 building d | the Pepper and Musser 
nits will have approved facilities for their 
In addition to acting as Director of the ac C, ; , 
Dest Sanatorium and Institute of R: pti i gga was Gye 
sear at Tucson, Arizona, Dr. Allen K —— eae dea oe contacts with M1 
Kra (Fellow) ill fill the appointment Maton ' Johnson, for securing th 
, F ss ; , PI . Interest these capitalists and their sub 
as ical Professor of Medicine at Star : 
ae 3 : ; sequent iits ft the University f Pen 
ford University, San Francisco. tilda 
Dr. William Sydney Thayer (Fellow), Dr. En el Libman (Fellow), New 
Balt ! re, received the honorary degree Y« rk, recent d ited $10,000 te Johns 
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Hopkins University Medical School for the 


establishment of a lectureship in the history 
of medicine. It is to be named the Hideyo 
Noguchi Lectureship. 


Dr. Walter A. Bastedo (Fellow), New 
York, was awarded the honorary degree of 
Doctor of Science at the Columbia Uni- 
versity Commencement last June. 

Dr. Frank Smithies (Master), Chicago, 
delivered the opening 
30 program of The Academy of Medicine 
at Rochester, New York, on October 2. Dr. 
“Deficient Liver 


address of the 1920- 


Smithies’ subject was 
Function as a Cause of Chronic Skin Le- 
sions.” 

Dr. W. Blair Stewart (Fellow and Gov- 
ernor for New Jersey) was the representa- 
tive delegate from the Medical Society of 
New Jersey to the annual meeting of the 
Medical 


Pa., during the early part of October. 


Society of Pennsylvania at Erie, 


Dr. James L. McCartney (Fellow), Hart- 
ford, Conn., was appointed Chief of the 
Division of Mental Hygiene in the Con- 
necticut State Health and 
began his service August 1. Dr. McCart- 


Department of 


ney was elected a Fellow of the College at 
the last session. For the last several years 
he has been specializing in neuro-psychiatry, 
and last year was with the National Com- 
mittee for Mental Hygiene in New York 
City. 
psychiatric work in the State of Connecti- 


He is now in charge of the Neuro- 


cut. 

Dr. Robert M. Moore (Fellow), Indian- 
apolis, presented a paper on “Subacute Bac- 
terial Endocarditis—Some Clinical Observa- 
tions,” before the State Medical 
Association at Evansville, Indiana, Septem- 
ber 26. 


Indiana 


Dr. Joseph Kopecky (Fellow), Galveston, 
is reported to have recently resigned the 
professorship of Clinical Medicine and Clin- 


ical Pathology at the University of Texas 
School of Medicine to go into private prac- 
tice at San Antonio. 


Dr. Kopecky recently 
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returned from Mexico City where he served 


during the summer as exchange Professor 


at the Mexico National University Medical 


School. 
Dr. Fred Morris Meixner (Fellow), 
Peoria, Ill., is the author of an article 


entitled, “Recognizing Tonsil Infection,” ap- 
pearing in the June, 1929, Issue of the IIli- 
nois Medical Journal. 

“Physical Standards in Aviation” is the 
title of another article by Dr. Meixner in 
3ulletin of the 


the August Issue of the 


Peoria Medical Society. 


Flint, 
“Drug 


(Fellow), 
paper on 


Dr. W. H. Marshall 
Michigan, contributed a 
Therapy” in a Symposium on Therapeutics 


given at the meeting of the Michigan State 


Medical Society, Jackson, Michigan, Sep- 
tember 10. 
Dr. Antonio D. Young (Fellow), Okla- 


homa City, was recently elected Chairmar 
of the combined Medical and Neurological 
section of the Oklahoma State Medical 


Society. 


(Fellow), Bos- 


Assistant 


Dr. Conrad Wesselhoeit 
ton, was recently promoted to 
Professor of Theory and Practice at Bos- 
ton University School of Medicine. 

Dr. A. B. Olsen (Fellow), Battle Creek, 
Michigan, is the author of an article, “Some 
Observations of the Treatment of Surgical 
Tuberculosis by Heliotherapy,” appearing in 
the September Issue of the Journal of the 
Michigan State Medical Society. This pa- 
per was read before the last annual meet- 
ing of that Society, and was illustrated by 
slides showing the treatment as given by) 
the natural sunshine and artificial light in 
Switzerland and in England. 

At the joint of the American 
Electrotherapeutic Association and the West- 
ern Physical Therapy Association, held at 


meeting 


Indianapolis, Indiana, September 11-13, Dr. 
Olsen read a paper on “Cryoaerotherapy o 
Cold Air Treatment.” The paper was i- 
lustrated by slides showing this treatment 
as given at Leysin, Switzerland, Alton Park, 
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England, and at the Battle Creek Sani- 


tarium. 

Dr. Curran Pope (Associate), Louisville, 
Kentucky, was honored by a testimonial din- 
ner given by the American Electrothera- 
peutic Association and the Western Asso- 
ciation of Physical Therapy “in recognition 
of his honorable service of forty years as 
physician, neurologist, author, editor-writer, 
teacher, speaker and as one of the real pio- 
neers in the domain of Physical Therapy in 
Medicine” at the Lincoln Hotel in Indian 
apolis, Indiana, on September 11. 


oe. Wik. 


was recently elected trustee of the Ohio 


Rowland (Fellow), Cleveland, 


Public Health Association for a term of 


three years. 


Dr. Julius Friedenwald (Fellow), Balti 
more, has been elected Chairman of the 
Gastro-enterological Section of the Ameri- 
can Medical Association for the coming 


yea! 


Dr. Russell C. 
been appointed Head of the Department ot 


Pigford (Associate) has 


Electrocardiography at St. John’s Hospital, 
Tulsa, Oklahoma. 

Dr. Pigford presented a paper on “Reli 
able Signs of Myocardial Disease” at the 
July meeting of the Osage County (Okla- 
homa) Medical Society. 

Dr. Ada E. 


apolis, Indiana, supervised the conduct of 


Schweitzer (Fellow), Indian 
the “Better Baby Demonstrations” at the 
Indiana State Fair during the summer. 
1,239 babies were examined, and 65,000 visi- 
tors who came to see the demonstrations 
were furnished information concerning child 
care, feeding and habit training. The at- 
tractive manner of presenting health edu 
cation won much commendation. The Amer- 
ican Medical Association donated 2,000 sam- 
ple copies of Hygeia for distribution at the 
demonstration nursery. Dr. Schweitzer is 
the ] 


irector of the Division of Infant and 
Child Hygiene of the Indiana State Board 
of He ilth. 


Dr. Aaron C 


shalltown, Iowa, has announced an associa 


Conaway (Associate), Mar- 


tion with Dr. Aanatole Kolodny, Professor 
of General Surgery and Neurological Sur 
geon at the Iowa State University College 
of Medicine Dr. Conaway is Councillor 
for the Fifth District of the Iowa State 
Medical Society, President of the Marshall 
County Medical Society and President of 
the staff of the Deaconess Hospital 


Dallas Southern 


September 18-20, the fol 


At the meeting of the 
Clinical Society, 
lowing members of the American College of 
Physicians delivered papers 


Dr. Eugene Rosamond (Fellow), 


Memphis 
“Enterospasm.” 
Dr. Edgar W 
“Bilateral Phlebitis.” 
Dr. H. Leslie Moore Dallas 
“The Overactive, Undernournished Child.” 
Dr. J. L. Goforth (Fellow), Dallas—‘Im 


mologic Diagnosis, 


Loomis ( Associate), Dallas 


(Fellow), 


Treatment and Pre 
vention « Disease 
De, DD, §, 


“Some Interesting Observations in the 


DeBuys (Fellow), New Orleans 


Newly Born.” 

Dr. Robert M. Barton (Associate), Dallas 
“Classification of Heart Disease.” 

Dr. C. O. Bailey (Fellow), Dallas—‘Treat- 
ment of Acute 
with X-Ray.” 

Dr. Tate Miller ( Associate), Dallas—“ Mod 
ern Management of Gastric Ulcer.” 

Dr. Porter P. Vinson (Fellow), Rochester, 


Minn.—"Differentiatior and 


Respiratory Infections 


Treatment 
(with special reference to Bronchoscopic 
Management ) Chronic Pulmonary Dis 
eases.” 


Dr. G E 


is the Treasurer of the above Society 


Brereton (Fellow), of Dallas, 


Dr. G. L. Pinney (Fellow) has been made 
Chief of Staff of Internal Medicine at the 
Mary Lanning Memorial Hospital at Hast- 
ings, Nebraska 


Dr. Austin B. Jones (Fellow) addressed 
the Missouri State Medical Association at 
Springfield, Missouri, May 16, on “Agranu- 


locytic Angina.’ 
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(Fellow), founder of 


at Pueblo, has re- 


Dr. Hubert Work 
Woodcroft Hospital 
turned to Colorado and has offices with his 
son Dr. Philip Work, in Denver. Dr. Work 
has been in Washington for several years, 
serving as Postmaster General 
tary of the Interior, and more recently as 
Chairman of the national Republican Com- 
He was a member of the House of 
Medical Asso- 
President of 


and Secre- 


mittee. 
Delegates of the American 
years and 


ciation for several 


the Association in 1921. 


Dr. Harold E. Robertson (Fellow), Ro- 
chester, Minn., is a speaker on the program 
of the fifty-ninth session of the 
Colorado State Medical Society, on “Some 
of the Newer Aspects of Carcinoma”; Dr. 
Earl H. Bruns (Fellow), Medical Corps, 
UL. S. Army, will speak on “Air Embolism 
as a Complication in Artificial Pneumotho- 
rax Therapy”, and Dr. Gerald B. Webb 
(Fellow), Colorado Springs, will exhibit the 
prepared by the 


annual 


Harvey film which was 
Royal College of Physicians of London for 


the tercentenary of Harvey. 
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Dr. Carl Vernon Weller (Fellow) pu 
lished in the Archives of Pathology, March 
1929, the most complete survey of the Pathol 


ogy of Primary Carcinoma of the Lung tha 


has yet been made. 


In the Journal of Cancer Research 


October, 1929, he has an article on “Entdif- 


ferentiation in Primary Carcinoma of 


Bronchi and Lungs.” 


In the Journal of Cancer Research for 
July, 1929, Dr. A. S. Warthin (Master) has 
an article on “Papillary Cystadenoma 
Lymphomatosum.” 

In the British Medical Journal for August 
10th Dr. Warthin has an article on “Lesions 
of Latent Syphilis.” 

The Journal of 
July, article by Dr. 
Warthin on 
for the Demonstration of Spirochetes in 
Single Tissue Sections.” This 
be published also in The British Journal of 


American Syphilis for 
contains an 


“A Silver-starch-gelatin Method 


192Q, 


article will 


Venereal Diseases. 





